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New Denture Development Opposes 


Porcelain Uppers to Plastic Lowers 


MYERSON AND SEARS POSTERIORS 
SOLVE PROBLEMS OF BOTH MATERIALS 


One-tenth Wear Loss of 
Plastic-to-Plastic 


The opposition of porcelain teeth to 
plastic has proven in the laboratory and 
clinically to be ten times as wear-resistant 
as plastic-to-plastic. This unexpected 
result depends on the proper application 
of a well-known scientific principle: The 
coefficient of friction between unlike ma- 
terials is often less than between like 
materials. This is the same principle that 
makes the diamond needle the best to 
use for maximum life of phonograph 
records. 


Cut shows dentures using Myerson and 
Sears Posteriors. All of upper teeth are 
porcelain; all of lowers, plastic. Upper 
anteriors can be plastic. 
Friction causes wear. By using dense 
multi-fired porcelain upper posteriors 
against cross-linked Dura-Blend plastic 
lowers, friction has been lowered so 
greatly you can feel the difference. 

The application of the principle of 
reduced friction required special occlusal 
design for optimum results. Dr. Victor 
H. Sears and Dr. Simon Myerson, the 
designers of these new posteriors, com- 
bined their long experience in meeting 
this requirement. 


Less Shock than Porcelain-to- 
Porcelain 


The Myerson and Sears Porcelain- 
Plastic Posteriors absorb the shock of 
contact which causes “clicking, breakage 


and trauma in conventional porcelain- 
to-porcelain combinations. Also, adjust- 
ments by grinding are easier to make 
since they can be made mostly on the 
plastic lower teeth. Discomfort caused by 
minor imperfections in articulation (such 
as slight high-spots) is self-eliminating. 


Increased Stability and Efficiency 


The design of the new Myerson and 
Sears Posteriors also provides for stabiliz- 
ing the denture and for efficient masti- 
cation. Side-to-side stability is achieved 
by having all the flat crushing areas 
located in the lingual half of the oc- 
clusal. All the cutting areas are located 
in the buccal half. Since crushing re- 
quires so much more force than cutting, 
the major force is directed to the lingual 


Shows details of occlusal construction of 
new Myerson and Sears posteriors. Insert 
drawing shows how upper and lower 
meet in one plane. 
Front-to-back stability is also a feature 
of this new design. Also, direct escapes 
for the food are provided. Setting up 
and achieving balanced articulation have 
been made easy. For further information 
and technique write for booklet. Address: 
Myerson TootH Corporation, Cam- 
bridge 39, Mass. 


The Journal of the American Dental Association is published monthly by the American Dental Association at 
222 E. Superior St., Chicago II, Ill. Printed in U.S.A. Second class mail privileges authorized at Chicago, II. 
Subscription $7.00 a year in U.S.A.; $8.00 foreign. Issue of March, 1957, Vol. 54, No. 3. Copyright 1957 by the 
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J. FE Jelenko & Co., Inc. 


136 West 52nd Street + New York 19, U.S. A. 
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WHITE BEARING HANDPIECE NO, 20 


CIENT CUTTIN BETWI 


WHITEM—T. grooves encircling shank of dental 
Mork: Reg in U, Pat. Cf, Elsewhere 
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E AND TOOTH WITH 


WHITE 


CARBIDE BURS 


Here's why they give superior results. Heads are made from high 
grade tungsten carbide attached by special welding process to the 
neck and shank. Blade designs permit greater space for deeper, 
faster, clog-free cutting. 


Here’s how to get full advantage of their superiority. Use a light 
touch with high speed. Avoid undue pressure or leverage. Be sure 
the bur is revolving when it contacts tooth structure, and do not 
reduce engine speed until contact is broken. Use water to increase 
cutting efficiency. S.S. White Carbide Burs can be sterilized in 
hot water, hot oil (275-300° F), dry heat (275-300° F), autoclave, 
or cold solutions based upon the action of phenolic compounds. 


THE S.S.WHITE DENTAL MANUFACTURING CO. 
Philadeiphia &S, Pa. 
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A HYDRAULIC CONTRA ANGLE HANDPIECE * 


The Busier You Are, Doctor, 
The More You Need 


TURBO-JET 


patent applied for 


Makes Your Work Faster and Safer, 
Easier on You and Your Patient 


Intensive research over 20 years has proved conclusively 
the clear advantages of using high rotary speeds for cut- 
ting teeth in operative procedures. 


TURBO-JET combines high speed with engineered torque 
and no vibration . . . enables the dentist to work more 
rapidly and more efficiently . . . with less fatigue, mental 
as well as physical, for both operator and patient. 


45,000 RPM—for Faster, More Efficient Cutting. 


Engineered Torque—Permits Light Cutting Pressure and 
Perfect Control, hence Greater Safety. 


Hydraulic Drive—Eliminates Vibration —a Primary 
Source of Patient Discomfort. 


Built-In Spray—Compact, with Pin-Point Directional 
Control. 


Plastic Bearings—Water-Cooled, No Lubrication 
Needed. 


Portable and Self-Contained—No Plumbing Con- 


nections, Just Plug It Into an Electric Outlet. PELANDER, C. £.: KUMPALA, 
No Maintenance Problems—No Factory Servicing J. W.: Hydraulic Turbine Contra 


Angle Handpiece. (Reprint on 


Needed for Years. 
request). 


Complete variety of high-speed diamond instruments 


Vol. 52, P. 426-428, April 
available—5 included with each TURBO-JET, al tr JADA : 
set of bearings and turbine. also extra 1956. PHILLIPS, R. W. M. S.; 


PAFFENBARGER, G. C., D.D.S.: 
Research on Dental Materials. 


ASK FOR DEMONSTRATION 
Consult Your Dealer or Write Direct to: 


BOWEN & COMPANY, ING. 
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placed either by brush 
or with a Crown Form 


This large tip and corner prob- 
lem was efficiently solved b 
the use of Colorfast KADON. 
Either technic of placement... 
the brush or the Crown Form 
... provides tight adaptation, 
with minimum discomfort to 
the patient and excellent es- 
thetic effect. 


In important anterior locations, 
before placing the Kadon fill- 


For modern materials call on 


ing, the use of Caulk Cavity 
Primer is recommended to make 
dentine and enamel chemically 
receptive. 


FOR POSTERIORS: sycor 

Where indicated, this resin- 
silica composition produces 
fillings of lifelike appearance. 
Bycor is easy to manipulate, 
tight in adaptation, oes to 
set. Permits prompt finishing. 


CAULK Milford, Delaware 
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@ Ready for immediate use — 


no mixing or warming 
required. 

@ Easy to insert. 

@ Sets rapidly in presence 
of saliva. 

@ Antiseptic and non-irritating. 

@ Adequate resistance to mas- 
ticatory stresses. 

@ Ideal for sealing medicated 
dressings. 

@ Easily removed with burr 
or excavator. 


@ Supplied in jars of 23 grams. 


: Temporary Filling Material 


Supplied in wide neck bottles, 
“NO-MIX” is a thick paste ready 


Originated by De Trey Freres, $.A., 
Zurich, Switzerland. 
An Dental” Product 
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um restorations satisfy 

every dimensional re- 
means, of course, that 
these outstanding appliances provide ac- 
curacy in definitive degree; they fit on de- 
livery, and your patients do not have to 
sit and wait for grinding adjustments and 
repolishing. They are comfortable to wear, 
function efficiently. But this is not all... 
they are cast with minimum weight and 
volume. Clasps, bars and saddles are 
thin, yet strong; they displace the least 


possible oral area, provide more normal 
mouth feeling, assure maximum tongue 
room. The whole objective is to assist you 
in restoring mouths insofar as humanly 
possible to their natural appearance, sen- 
sitiveness and use. For complete satis- 
faction have your next restoration proc- 
essed by your preferred laboratory with 
Nobilium metal, materials and facilities. 


NOBILIUM PRODUCTS, INC. 


Chicago 
NOBILIUM of MIAMI, Miami 


NOBILIUM PRODUCTS of CANADA, LTD. 


Toronto 


Philadelphia 


Los Angeles 
NOBILIUM of TEXAS, Houston 


NOBILIUM of EUROPE 
A. B. Stockhoim 


Export Department of Nobillum Products, Inc. 
2255 Broadway, New York 24, N.Y. 
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AUSTENAL, INC. 
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Yitcttivm: PARTIALS 


YOU SEE 


IN GENERAL APPEARANCE 


Vitallium partials can be distinguished from all others—by 
their high lustre, freedom from pits and porosity, their sharp 
clean finishing lines and all-around excellence in finishing. 
This difference is no accident, but is the end result of a planned 
and deliberate effort to provide you with quality restorations 
at charges that are reasonable and in proper relation to the 
caliber of technicians who know and understand your requirements. 


PRESCRIBE THE ADVANCED PROSTHETICS OF THE VITALLIUM LABORATORIES 


NEW YORK—CHICAGO 
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A REAL “HIT” FROM 
THE MOMENT OF 
INTRODUCTION. PLAN 


TO SEE THESE 
COLORFUL 
WIG-L-BUGS 
AS SOON Y 


The “Wonder Electric Mortar and 
ely Pestle” is now available in rainbow 
colors to match your equipment and 
blend with your office decor. Here 
we g are appealing, soothing colors to 
Ae please the most discriminating pa- 
j 5 > tient. Here is sound color psychol- 
‘ / ogy to work for you. Also available 
Vii are new housings in these beau- 
ee ii So tiful colors for reconversion of 
older Black and White models. 


... The new color models provide 
all of the quality that has made the 
Wig-|-bug famous throughout the 
world. It takes just 7 to 10 seconds 
to produce a smooth, fine textured 
mix of alloy and mercury. The re- 
sults are uniformity, better fitting, 
stronger, longer lasting fillings. 


... Your investment in a Crescent 
Wig-l-bug pays even greater divi- 
dends than ever before. 


Thru your dealer or direct 


CRESCENT DENTAL MFG. CO., !839 So. Pulaski Road, Chicago 23, | 
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permanent porcelain crown and bridge work 


* ACROSS THE UNITED STATES, 150 leading dental laboratories in 
65 cities are daily providing thousands of doctors with Permadent 
restorations — the finest prosthetic work ever developed, and the 
greatest practice-builder. Only a PERMADENT-CERTIFIED LABORA- 
TORY can guarantee you the unique success with patients derived 
from combining the fit and strength of precious metals with the 
beauty and function of porcelain on all surfaces. For literature, 
write to: 


PERMADENT PRODUCTS 
1780 Broadway, New York 19, N. Y. 
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BY A LONG OUTSTANDING RECORD 
OF CLINICAL SUCCESS IN 
ANTERIOR AND POSTERIOR FILLINGS = 


DIAFIL is a unique filling material that is being used 
with outstanding success by many thousands of 
Dentists. It provides the esthetics, strength and en- 
durance you want for anterior and posterior fillings 
and for the restoration of broken down bicuspids 
and molars. 

Diafil is not a plastic material. The technique at 
the chair is extremely simple and quick—entirely 
satisfactory results are consistent. 

If you haven't yet tried Diafil, do so. It’s a won- 
derful material to use and to. depend upon. 


& COMPANY, INC. ° 62 COOPER SQUARE NEW YORK 3, NV. Y. 
BUSCH BURS * HORICO DIAMOND ABRASIVES * AJUSTO HANDPIECES * STAINLESS INSTRUMENTS 
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a better posterior tooth 
for all removable restorations 
of cast metal 


A solid block of vacuum-fired porcelain—No 
center hole ...Great strength! 


The mesial and distal grooves, ground to exact 
standards, provide fwo supporting posts ...a 
stronger and more positive retention, 


Supplied in the popular Bioform* shades. 


*Biojorm is 
the Trade-Mark of ; 
Dentists’ Supply 
Company. 
SIDE-GROOVE 


The Columbus Dental — . 
Manufacturing Company / osteo". 


Columbus 6, Ohio 
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How COLUMBIA “CORRELATOR” Helps You 


Present Neat, Articulated Study Models to Patients 


Models Occlude Automatically 
and Can be Replaced Quickly 
on “Correlator" for Study 


The “Correlator™ is also an Excellent 
Free-Movement Articulator, with Full 
Lateral and Protrusive Movements 


OLUMBIA Rubber Model-Base Formers, which 

fit on the upper and lower bows of the 
“Correlator,"’ enable you to make articulated 
study models, quickly and easily. By means of 
metal bushings, which become part of the models, 
the finished stone models can be slipped back 
easily on the ‘Correlator” later for study. Full 
lateral and protrusive movements are obtainable, 
as the ‘‘Correlator’ is also an excellent free- 
movement articulator. ‘‘Correlator’’-made study 
models occlude automatically, as do orthodontic 
casts. 


Neal and artistic study models are made with this 
outfit with little time and effort. Without further 
preparation, the models can be mounted on the 
“Correlator’’ and the jaw movements reproduced. 


Only one “Correlator"’ is needed, as all models 
made with it have a uniform and simple means of 
attachment. The ease of making these articulated 
models encourages dentists to use articulated 
study models routinely, enabling them better to 
determine occlusal defects and to help patients 
visualize the restorative work needed. 


Complete Directions with Detailed Steps Accompany the Outfit 


If You Haven't PRICES 
Our Catalog No. 33 Cat. Ne. 1000—Correlator with 3 Sets of Model-Base Formers (CR-I 
Mustrating This and — Medium; CR-3 Small) and 100 Metal 


Other Aids in Cat. No. 2 of Modet-Sase Formers (CR-I 
Patient ti an -2) a eta hings..... 

font Gdusation, Cat. No. S-1000—Correlator with | Set of Model-Base Formers (CR-I 
Write for Your Copy or CR-2) and 100 Metal Bushing 21.00 


Today. Cat. No. B-1000—Extra Meta! Bushings, per 100.................-....-.-...-------- 2.50 


COLUMBIA DENTOFORM CORPORATION 
“The House of A Thousand Models” — 
Also Headquarters for Brown Attachments 
133 East 23rd Street New York 10, N. Y. 
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ar MAKING THE LOWER MODEL 

a MODELS ARE EASILY REPLACED 
— ON CORRELATOR FOR STUDY 
$25.00 


CARIES-ACTIVE 
PATIENTS 


SUGARLESS 
GUM 


NON-CARIOGENIC 


Sold through drug, department and 
health food stores. Samples and liter- 
ature on request. Please give drug- 
gist’s name, address. 

AMUROL PRODUCTS COMPANY 
116 S. MICHIGAN AVE., CHICAGO 3, ILL. 


Comparative in vitro Effects of Sugar 
Gum and Amurol Gum added to Saliva 


IN HOURS) 24 


| 


DECALCIFICATION BEGINS AT pH 5.3 


As shown above, pH of carries-active saliva in 
vitro remains in alkaline zone for hours with 
AMUROL SUGARLESS GUM, whereas with sugor 
gum the pH drops to the acid level under the 
some conditions. 


Professional 
Stationery! 


Modern printing methods and 

volume production offer you 

worthwhile savings on Colwell’s 

complete line of: 

LETTERHEADS 

ENVELOPES 

BILLHEADS 

@ STATEMENTS 

@ APPOINTMENT and 
PROFESSIONAL CARDS 


Accurate, clean-cut letterpress 
work on highest quality 
materials. Satisfac- 
tion guaranteed. 


LOG Record 
T LOG - STATIONERY 
CORDS - FILING 


All Your Professional Stationery 
and Record Supplies from One 
Dependable Sourcel 


Send for 


COLWELL 
Publishing Co. 
262 University Ave. 
Champaign, 


Please send me your new 1957 Dental Record 
Supplies Catalog. 
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Observe how a bird builds its 
nest—how it binds and weaves and cements—the 
instinctive use of structure to build strength. 


Nature builds strong natural teeth with the same infinite 
care by developing a dense, homogenous internal structure . .. and man-made teeth 
must be fabricated from a material which has a similar internal structure in order to provide the 
maximum possible strength for the wearer of artificial dentures. 


The vacuum fired porcelain of Trubyte Bioform Teeth approaches 
this natural perfection of structural material. The internal and external 
gases causing the voids and air bubbles in conventional porcelain 
have been substantially removed. A denser, more homogenous 
material results that allows grinding and polishing without risk of 
chipping or flaking. 


CONVENTIONAL AIR TRUSYTE BIOFORM VACUUM For greater strength and more beautiful 
FIRED PORCELAIN FIRED PORCELAIN esthetics for all your complete and partial 


denture requirements, specify the one and only 
Trubyte Bioform Vacuum Fired Porcelain 


Anteriors and Posteriors. 
Note in these two photomicrographs how the 
denser, more homogenous structure of vacuum 


LOFOrM 
fired porcelain is substantially free from the voids 


and bubbles found in conventional porcelain. The VACUUM FIRED PORCELAIN Teeth 


THE DENTISTS’ SUPPLY COMPANY OF N.Y. 


YORK, PENNSYLVANIA 


Lhe. 

— 

r= 

a 
| 
| 

te eth 


MARCH 1957 


VOLUME 54 + NUMBER 3 


MERICAN DENTAL ASSOCIATION 


Research on dental amalgam 


and its application in practice 


Ralph W. Phillips, M.S., Indianapolis 


Of all the materials used in dentistry, 
none has more appeal to the laboratory 
or clinical researcher than amalgam. The 
many facets of its chemistry, metallurgy, 
physical properties and manipulation all 
hold interest. For example, although 
amalgam has been in use as a restorative 
material for over 100 years, the chemistry 
of its setting reactions is not completely 
understood as yet. Likewise, most of the 
variables involved in its manipulation 
need further study. The intricacies of the 
material and its prominent role as the 
most widely used restorative material 
still make it a fertile field for investiga- 
tion. 

Contrary to popular belief, the past 
few years have been fruitful ones in in- 
creasing understanding of amalgam and 
the factors that influence its properties 
and its clinical success. Some of this work 
has been basic research that may lead 
eventually to improved alloys and tech- 
nics. For example, roentgen ray diffrac- 
tion studies'* are isolating the true 
identity of the compounds formed during 
the setting reaction and the exact role 


of mercury in these complex changes. 
These various phases are also being 
studied by means of electrical conductivity 
measurements.* Research® has also been 
devoted to detecting the degree of pene- 
tration of various ions from the alloy into 
the enamel and dentin. Still other 
workers®'! have attacked the general 


Associate professor and chairman of department of 
dental! materials, Indiana University Schoo! of Dentistry. 
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structural observations and x-ray diffraction studies of 
silver-tin amalgam. J.D. Res. 32:152 April 1953. 

2. Frankel, C. B., and Fankuchen, |. Investigation 
of the chemistry of dental amalgam by roentgen ray 
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3. Mitchell, J. A., and others. Some factors affect 
ing the dimensional stability of the silver-tin-(copper- 
zinc) amalgams. J.Res.Nat.Bur.Standards 52:185, 1954. 

4. Phillips, R. W., and Schnell, R. J. Unpublished 
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5. Massler, M., and Barber, T. K. Action of amal- 
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Measurement of electrical conductivity of dental 
cement. |. Method and values for dry specimens. J.D. 
Res. 33:400 June 1954. 

7. Phillips, L. J., and others. Measurement of 
electrical conductivity of dental cement. Ii. Values for 
exposed to moisture. J.D. Res. 34:5! Feb. 


8. Phillips, L. J.; Schnell, R. J., and Phillips, R. W. 
Measurement. of electrical conductivity of dental 
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problem of galvanic action in the oral 
cavity as associated with amalgam and 
other metallic dental materials. Space 
does not permit a discussion or evaluation 
of these, and other, fundamental studies, 
yet it is from research of this type that far 
reaching advances of a most practical 
nature may come. This paper, however, 
will confine itself to recent developments 
that have a more immediate relation to 
the clinical restoration. 


CAUSE OF FAILURE 


There is always much argument concern- 
ing which is the best restorative material. 
Such time could be better spent in dis- 
cussing what factors contribute to a good 
amalgam or inlay or foil. Although 
amalgam must be recognized as an excel- 
lent material, failures are seen daily in 
the dental office. These failures may in- 
volve recurrent caries, fracture, dimen- 
sional change and excessive tarnish and 
corrosion. Roper! analyzed the cause of 
failures from restorations seen in the serv- 
ice. Healey and Phillips'® studied over 
1,526 amalgam failures and found that 
approximately 56 per cent could be at- 
tributed to faulty cavity preparation, 
whereas 40 per cent were traced to im- 
proper manipulation of the alloy. Their 
data, and that of Roper, indicate that the 
success or failure of this material rests in 
the hands of the dentist, and that both 
proper cavity preparation and correct 
manipulation are essential to clinical suc- 
cess. It is with the approximately 40 per 
cent that fail because of improper 
manipulation that this paper will largely 
be concerned. 


THE ALLOY 


With the advent of the American Dental 
Association Specification No. 1, inferior 
alloys virtually disappeared from the 
market. Therefore failure of the restora- 
tion can no longer be blamed on a poor 
material but rather on improper use of a 


basically good alloy. Selection of brand 
will rest primarily on personal preference 
in regard to setting time, ease of manipu- 
lation, carvability, and so on. 

In recent years there has been a definite 
trend toward the use of alloys having 
smaller particle sizes, and this change has 
been beneficial. Since the bulk of the 
finished restoration is composed of 
particles of the original alloy surrounded 
by mercury and mercury-tin and mercury- 
silver phases, the original grain size alters 
the character of the finished carved or 
polished surface. This is well demon- 
strated in Figure 1 where the carved sur- 
faces prepared from thoroughly triturated 
mixes of large and small grained alloys 
are compared. It would seem logical that 
the smoother surface of the small grain 
alloy would be less susceptible to tarnish 
and corrosion and would be better 
adapted to the cavity walls. Crowell and 
Phillips'* have also shown that when all 
other manufacturing variables are care- 
fully controlled, there is a definite relation 
between strength and grain size—the 
smaller the grain, the higher is the one 
hour and 24 hour strength. Thus, in any 
alloy small grain size would seem to be 
preferred. Further work along the line of 
that done by Jarabak’® and Smith'® 
would be helpful in isolating the effect 
of grain size on other physical properties. 


9. Phillips, L. J., and Phillips, R. W. Measurement 
of electrical conductivity of dental cement. IV. Ex- 
tracted human teeth: in vivo tests; summary. J.D. Res. 
34:839 Dec. 

10. Nachlin J. 


Type of pain Ppedetes with 
restoration of ‘eeth with amalgam. J.A.D.A. 48:284 
March 1954, 

Schriever, W.., 
tive forces and electric currents caused by metallic 
dental fillings. J.D. Res. 31:205 April 1952 


and Diamond, L. E. Electromo- 


12. Roper, L. H. 
army: an evaluation and 
April |, 1947. 


13. Healey, H. J., 


Restorations with amalgam in the 
analysis. J.A.D.A. 34:443 


and Phillips, R. W. States 
study of amalgam failures. J.D. Res. 28:439 Oct. 

14. Crowell, W. S., and Phillips, R. W. eon 
properties of amalgam as influenced by variation in 
cannes area of alloy particles. J.D. Res. 30:845 Dec. 
195i. 

15. Jarabak, J. P. Effect of 
sional change in dental amalgam. J.A.D 
April 1942. 

16. Smith A. Particle size “ dental amalgam 
alloys. Brit. bJ 86:34 Jan. 21, 1949 
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EFFECT OF MERCURY 


Probably no one factor has a more pro- 
found influence on the physical properties 
of amalgam than the eventual residual 
mercury content of the restoration. The 
original work by Gray’ in 1919 which 
showed that mercury content was related 
to strength has been furthered by recent 
studies'*'® which increase considerably 
knowledge regarding this relationship. 
(Some of the early reports dealing with 
this particular problem are to be ques- 
tioned because of inaccurate chemical 
methods employed in determining the 
mercury. ) 

Analysis of clinical amalgam restora- 
tions'**° shows a wide variation in resi- 
dual mercury, ranging as high as 70 per 
cent. The mercury is invariably greater at 
the critical marginal areas,'® usually 2 to 
3 per cent. Current knowledge seems to 
indicate that there is no cause for alarm 
if the residual mercury can be held to 
approximately 50 per cent. Above this 
level, however, the danger of a serious 
loss in strength becomes increasingly 
greater. For example, with one commer- 
cial alloy,’® a compressive strength of 
40,000 Ibs. per square inch at a residual 
mercury content of 55 per cent dropped 
to only 18,000 lbs. per square inch when 
the mercury rose to 59 per cent.’® A 
strength of 18,000 lbs. per square inch 
would not be adequate to resist normal 
biting stress. Unfortunately, restorations 
containing residual mercury above 55 per 
cent are observed frequently. 

Knowing then that the residual mer- 
cury alters the resistance to fracture, 
what factors influence the amount of 
mercury left in the restoration?. These 
factors are: (1) original mercury-alloy 
ratio, (2) amount of trituration, and (3) 
condensation pressure and time. Certainly 
the mercury-alloy ratio is one variable 
that should and must be controlled. It 
has been shown clearly'®:*° that, regard- 
less of condensation pressure, the more 
mercury used in the original mix, the 
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greater is the amount which will remain 
in the restoration. Thus some type of 
weighing device must be employed. 

Insufficient trituration results in a fast- 
setting amalgam from which less mer- 
cury can be expressed. Likewise the 
particles of the original alloy are not 
thoroughly bonded by the mercury, and 
a weaker amalgam framework is estab- 
lished. The final result then is lowered 
strength and increased flow.*"** Under- 
trituration must be avoided, not only be- 
cause of the lower strength which results 
regardless of the brand of alloy, but be- 
cause the finished surface will be rougher 
and more susceptible to tarnish and cor- 
rosion. There is adequate clinical data to 
demonstrate that under-amalgamation 
results in an inferior restoration.**:** 

The fact that increasing the condensa- 
tion pressure will decrease the residual 
mercury and thus the resistance to frac- 
ture is well established.'* Whether 
hand or mechanical condensation is used, 
the pressure must be adequate to remove 
the excess mercury that is required to 
make the workable mix. 

Amalgam should not be allowed to 
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Fig. | * Carved surfaces prepared from small and large grained alloys 
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stand too long before its condensation 
into the cavity preparation. Harvey** and 
Mosteller®* both set the maximum time 
limit for safe condensation at three min- 
utes, whereas original work by Ward*® 
indicated that more mercury was retained 
in specimens packed with amalgam five 
minutes old than in specimens which 
were condensed immediately. The newer 
technic of using drier increments for 
building the restoration®* *°*? and the 
advent of faster setting alloys make this 
problem a greater one today. In order 
to secure additional data on this variable, 
the following series of tests were made. 


TESTS 


Two representative commercial alloys, 
one fast setting and one slow setting, were 
selected. Trituration was standardized by 
mechanical amalgamation and all speci- 
mens were condensed by a static loading 
of 2,000 lbs. per square inch. After com- 
pletion of the mix, specimens were pre- 
pared at one minute intervals up to maxi- 
mum time of six minutes. No mercury 
was expressed from the mix hs, ure con- 
densation. A minimum of six specimens 
was prepared at each time interval. 
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Time elapsed between trituration and condensotion- in minutes 


The average loss in compressive 
strength, as compared with the value for 
specimens condensed immediately, can be 
seen in Figure 2. It is obvious that as the 
amalgam is allowed to stand before con- 
densing, the strength decreases propor- 
tionally. The loss is greater and more 
rapid with the faster setting alloy (A). 
When these specimens were analyzed for 
residual mercury (Fig. 3), it was found 
that the mercury increased as the mix 
was allowed to stand and was greater for 
the faster setting brand. These data con- 
firm the previous observations that amal- 
gam which has partially set should not be 
used. The loss in strength due to the ex- 
cess residual mercury is significant. Sev- 
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eral mixes must be employed for large 
restorations. 

There is still much to be learned about 
the influence of the mercury-alloy ratio 
on other properties of amalgam and the 
relationship of this variable to the many 
factors associated with condensation. The 
best work in this area is being done by 
Ware and Docking.** Although it is gen- 
erally believed®* that excess mercury also 
increases the susceptibility to tarnish, 
more laboratory and clinical evidence are 
needed to establish this exact relationship. 
In general, however, the role of mercury 
in the clinical behavior of the amalgam 
restoration cannot be overemphasized. 


TRITURATION 


The previous section has stressed the im- 
portance of thorough trituration. Under- 
amalgamation, as demonstrated in Figure 
4, left, must be avoided. The strength is 
low, fracture and fraying of the margins 
may result, and tarnish will be greater. If 
trituration is carried to the approximate 
consistency shown in Figure 4, right, 
strength will be at a maximum, the 
amalgam handles smoothly, working time 
is adequate and the carved surface will 
be more resistant to deterioration.?*-?* 


The length of time required to reach this 
consistency depends on many variables 
such as the size of the mix, condition of 
the mortar and speed of trituration. Tri- 
turation, therefore, must be standardized 
according to the conditiéns present in 
each office. Certainly recognition of the 
proper appearance of amalgam when 
thoroughly triturated is imperative. There 
is no evidence that mechanical trituration 
produces a mix or restoration that is su- 
perior to one produced by a careful 
hand technic; however, mechanical tri- 
turation does tend to standardize the pro- 
cedure in the average person’s hands.*° 
Herein, then, lies the real advantage of 
this device. Individual amalgamators 
will vary in their efficiency and rate of 
amalgamation.”® 

It is true that the degree of trituration 
does influence dimensional change on 
setting; for example, the longer the mix- 
ing time, the less will be the expansion. 
There is, however, no evidence to indi- 
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Fig. 4 * Left: Undertriturated mix. This consistency results in low strength, increased flow and rough 


carved surfaces. 
restoration 


Right: 


Thorough trituration produces optimum properties and superior clinical 
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cate that the reduced expansion or pos- 
sible few microns contraction as detected 
by laboratory tests is clinically significant. 
Observations on clinical restorations? ** 
placed from thoroughly triturated amal- 
gams and also with a special alloy fabri- 
cated to produce excessive contraction®® 
failed to reveal a single instance of open 
margins or recurrent caries. The restora- 
tions placed with the thoroughly amalga- 
mated mix proved superior in terms of 
surface condition and marginal adapta- 
tion. This seems to bear out the opinion 
of Roper!® and that it is 
better to err on the side of too much than 
too little trituration. The so-called 
“ditched” filling, an example of which is 
shown in Figure 5, is often attributed to 
contraction of the alloy when it is more 
probably caused by insufficient extension 
or width in the cavity preparation, poor 
condensation which leaves this vital area 
rich in mercury, or a thin feather ledge 
of amalgam left after carving. 

It is possible that the percentage of 
clinical restorations inserted daily that 
would actually show a positive expansion 
is fairly low. Mechanical devices for mix- 
ing and condensing amalgam tend to re- 
duce the setting expansion,® and these 
auxiliary aids are now widely used. 
Ware*® noted that only 25 per cent of a 
group of Australian dentists succeeded in 
producing expansion when using their 
routine office procedure. However, these 
observations must not be construed as a 
recommendation for a contracting alloy 
or a haphazard technic. They merely em- 
phasize that small dimensional changes, 
as measured by present laboratory 
methods, may not be clinically significant, 
and that the real danger in the trituration 
of amalgam lies in the many inferior 
properties resulting from under-amalga- 
mation. 


EFFECT OF MOISTURE 


Excessive expansion*® of amalgam due to 
moisture contamination 


is a definite 
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Restoration showing marginal failure 


Fig. 5 


clinical problem. Approximately 16 per 
cent of all failures can be attributed to 
this phenomenon.'* The zinc present in 
most alloys dissociates the water and 
liberates hydrogen gas. The resulting ex- 
pansion, which may be as great as 500 
microns per centimeter, produces over- 
hanging margins that invite recurrent 
caries. Likewise, the resulting voids which 
are formed produce a 25 per cent reduc- 
tion in compressive strength.*° Thus there 
is no alternative but to maintain a dry 
field and to avoid handling the amalgam 
with the hands. Of course, this contami- 
nation must occur during trituration or 
condensation, and saliva immediately 
coming in contact with the packed sur- 
face has no deleterious effect. 

In the past two years, several nonzinc 
alloys have been introduced. At the pres- 
ent time these materials have to be con- 
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sidered as experimental. There is no real 
data available to indicate whether they 
are superior. Since zinc is used to act as a 
scavenger for oxides, the manufacture of 
a nonzinc alloy is probably a more deli- 
cate process and requires more care on 
the part of the manufacturer. Properly 
done, the alloy seems to have essentially 
the same physical properties as a zinc- 
containing alloy. 

A series of tests were made on three 
representative popular commercial zinc 
and nonzinc alloys from the same manu- 
facturer. The compressive strength, both 
at one hour and 24 hours, was measured 
as well as the flow. Trituration was done 
in accordance with the manufacturer’s 
directions. The specimens were condensed 
by a mechanical packing device at 2,000 
lbs. per square inch. The mean data for a 
minimum of five specimens can be seen 
in the table. The compressive strength 
for the regular and nonzinc alloys of 
manufacturers A and C are comparable. 
The flow for the nonzinc alloy from 
manufacturer C is somewhat higher. This 
is also true for alloy B and the one hour 
strength is lower for the nonzinc material. 
The difference probably can be attributed 
to a slower setting alloy. It should be 
remembered that the maximum limit for 
flow established in the A.D.A. specifica- 
tion is 4 per cent, and all alloys meet 
this requirement. Thus, at least for the 
three alloys that were tested, no great 


Table ® Compressive strength and flow for nonzinc 
and zinc-containing alloys from same manufacturer 


Strength—bs. per square inch 


Material 
One hour! 24 hours | Flow—% 
Alloy A 
Regulor 17,000 39,000 15 
Nonzinc 16,000 39,000 2.2 
Alloy B 
Regular 17,500 43,000 2.0 
Nonzinc 10,000 43,000 3.1 
Alloy C 
Regular 9,000 41,000 2.8 
onzinc 9,000 37,000 3.8 
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difference was detected in the strength 
properties for the nonzinc and zinc alloys 
from the same manufacturer. The non- 
zinc alloys tend to be somewhat dirtier in 
handling than zinc alloys, but there is no 
sound correlation between this observa- 
tion and clinical properties or behavior. 
On this basis, however, some have sug- 
gested that they will tarnish more rapidly. 
Whether this type of alloy will be more 
or less resistant to tarnish has not been 
determined, and any conclusions as yet 
are premature. 

Certainly, whenever the occasion arises 
that moisture contamination cannot be 
prevented, the zinc-free alloy should be 
used. It is to be hoped that the use of 
these new materials will not lead to a 
false sense of security®® on the part of the 
dentist using them. Moisture is always to 
be avoided, regardless of the composition 
of the alloy. 


CONDENSATION 


Evaluation of hand and mechanical con- 
densation will not be discussed in this 
article. With regard to the exact method 
of using each increment in building the 
restoration, various technics are advo- 
cated. A recent study‘! has shown little 
difference in the final physical properties 
of specimens that were prepared by the 
so-called increasing dryness technic from 
those prepared with drier portions 
throughout. It is important to note that 
increments should never be used that are 
too wet or sloppy. A sufficient amount of 
mercury must be removed to provide a 
mass that offers resistance to the con- 
densing instrument. Likewise, the amal- 
gam should never be squeezed so dry 
that mercury cannot be worked to the 
surface during the packing procedure. 
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Sweeney* and Miller*® have both cau- 
tioned against the laminating effect and 
surface roughness produced from use of 
such a consistency. A recent report* by a 
Swedish investigator has also emphasized 
the superior adaptation achieved by con- 
densing with small rather than large 
increments. 

Matrixes will not be discussed herein. 
From the standpoint of dental materials, 
however, recent research*® has evaluated 
various matrix retainers and technics in 
terms of the actual reproduction of the 
tooth contour. It has been shown that 
wedging and contouring of the band are 
essential, regardless of the retainer used, 
in order to minimize cervical overhang 
and reproduce as nearly as possible the 
proximal contour. In another facet of this 
study, it was indicated that wedging of 
the band assists in removing excess mer- 
cury, particularly at the cervical and 
proximal margins. 

It has been stressed repeatedly in this 
article that all effort in the manipulation 
of amalgam must be exerted to minimize 
the residual mercury content of the 
restoration. Even with optimum results, 
one of the inherent weaknesses in the 
amalgam restoration is lack of strength. 
This is particularly true during the first 
few hours. Many alloys at the end of 
one hour have attained only 10 or 15 
per cent of their eventual maximum 
strength.*® Thus an alloy which will have 
a 24 hour strength of 50,000 Ibs. per 
square inch may be only 8,000 lbs. per 
square inch at the end of one hour, even 
if properly manipulated. The exact 
amount of strength necessary to resist 
fracture during mastication is not known, 
but certainly 8,000 Ibs. per square inch 
is most inadequate. The revised A.D.A. 
specification may require a 24 hour 
strength of at least 42,000 lbs. per square 
inch as well as a minimum one hour re- 
quirement. Thus, although the cavity 
preparation may be adequate, carving 
and manipulation correct, accidental or 
intentional stress during the first few 
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hours will lead to fracture and eventual 
failure. The patient must be cautioned in 
this regard, and the suggestion of a liquid 
diet for the next meal is probably a sound 
one. 


MARGINAL ADAPTATION 


Recent work'*: with radioactive iso- 
topes has changed our entire idea of the 
degree of marginal adaptation of restora- 
tive materials. This laboratory tool has 
shown that no restorative material has 
perfect adaptation to the cavity walls. 
Leakage can be demonstrated with all. 
Less has been observed with amalgam 
than with any restorative material, and 
the penetration apparently decreases as 
the restoration ages. It is reasoned that 
metallic ions and corrosive products may 
fill in this area slowly, and penetration of 
fluids is thereby prevented. It is also sug- 
gested these ions may also have some 
bacteriostatic effect. Further study in this 
area could well be devoted to factors 
which influence marginal adaptation; 
these would include condensation pro- 
cedures, trituration, particle size of the 
alloy and temperature changes. The 
effect of temperature is of particular in- 
terest in view of the recent investigation 
of Nelsen and his co-workers*® who 
showed vividly the phenomenon of 
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marginal percolation due to the differ- 
ence in the coefficient of expansion of 
the restoration as compared with that of 
tooth structure. This differential permits 
ingress of saliva at the margins when 
the clinical restoration is subjected to 
gross temperature changes. Although the 
exact clinical significance of these obser- 
vations is not yet known, it is interesting 
to note that, from this aspect, amalgam 
again is superior to most other restorative 
materials. . 


SUMMARY 


Amalgam still remains the most com- 
monly used restorative material. This 
fact, plus the many desirable properties 
which amalgam possesses, contributes 
to the continual research activity in this 
area. Basic studies related to adaptation, 
phase changes during setting and electri- 
cal conductivity may lead eventually to 
significant clinical advances. For more 
immediate direct application, the follow- 
ing points can be enumerated: 


1. Use of small grained alloys permits 
better handling characteristics, smoother 
surface and a stronger alloy. 

2. There is now information on the 
exact relationship of residual mercury to 
compressive strength. Loss in strength is 
extreme at the high levels often found in 
the clinical restoration, particularly at the 


marginal region. Excess mercury can 
be minimized by using the m~enufac- 
turer’s mercury-alloy ratio, tri.urating 
thoroughly, condensing with adequate 
pressure and by not using arualgam that 
has partially hardened. 

3. Laboratory and clinical evidence 
indicates a real danger from under-tritu- 
ration of amalgam. 

4. Moisture contamination still re- 
mains a common cause of failure. Con- 
tamination by saliva or mulling produces 
severe expansion and sharp reduction in 
strength. The nonzinc alloys seem to pos- 
sess properties that are comparable to 
those of zinc-containing alloys. Whether 
they will be more or less resistant to 
tarnish is yet to be determined. 

5. The resistance of any amalgam 
restoration to biting stress is low during 
the first few hours after insertion. The 
patient must be warned against accidental 
or intentional biting forces during that 
time. 

6. Research with radioactive isotopes 
indicates that although perfect adapta- 
tion to the cavity wall is never attained 
with any restorative material, amalgam 
is inferior to none. 

The amalgam restoration remains a 
fascinating and fertile area for research. 
As with all dental materials, it is ex- 
tremely susceptible to many manipulative 
variables. Its clinical success is dependent 
on meticulous attention to detail. 


History ~ Saget * No history of civilization can be tolerably complete which does not give 


considera’ 


@ space to the explanation of scientific progress. If we had any doubts about this, 


it would suffice to ask ourselves what constitutes the essential difference between our and 
earlier civilizations. George Sarton, Introduction to the History of Science, vol. 1, p. 3. 
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The natural incisal guidance 


Henry A. Collett,* D.D.S., Brooklyn, and 
Gustave Lasoff,+ D.D.S., Flushing, N.Y. 


The study of occlusion is important in 
every branch of dentistry. In the treat- 
ment of the teeth and their overlying 
structures the dentist almost always is 
concerned with occlusion, either directly 
or indirectly. In almost every instance 
serious pathological conditions in the 
mouth will either be caused by changes 
in the occlusion, or will result in changes 
in the occlusion. 

Hanau! illustrated that there were five 
interrelated factors for consideration of 
the laws of articulation. These factors are 
the inclination of the condylar guidance, 
the inclination of the plane of orientation, 
the prominence of the compensating 
curve, the cusp height and the inclination 
of the incisal guidance. 

In complete denture construction total 
limitations are set by only the inclination 
of the condylar guidance. The other fac- 
tors are more or less under the control 
of the operator, when he constructs an 
occlusal scheme which he believes will 
adequately distribute harmful stresses. 

In the natural denture the problem is 
much more difficult, because the operator 
faces certain limitations when he con- 
siders any of the five interrelated factors. 
The natural incisal guidance presents 
particularly difficult—but not insur- 
mountable—obstacles in the handling of 
problems of occlusal stress distribution. 

The angle of incisal guidance is formed 
by an imaginary line drawn from the in- 
cisal edges of the maxillary incisors to the 


incisal edges of the mandibular incisors, 
with the occlusal plane. The angle of 
guidance will vary with the relationship 
of the overbite to the overjet. For pur- 
poses of discussion, there exist four pos- 
sibilities. When there is no overbite, the 
angle will be 0 degrees regardless of the 
overjet (Fig. 1). If the overjet is great 
with little overbite, the angle of incisal 
guidance will be small (Fig. 2). If the 
overbite and the overjet are average, it 
can vary from steep to moderate (Fig. 3). 
Finally, if the patient has a deep overbite 
with negligible overjet, the incisal guid- 
ance angle will be great (Fig. 4). 

These conditions may be accompanied 
by average vertical opening and freeway 
space, or with less than average vertical 
opening and concomitant increase in 
freeway space. Often, but not always, the 
freeway space is directly proportionate 
to the overbite. 


ENDOGENOUS ORIGIN 
OF DEEP OVERBITE 


Deep overbite is indigenous to a steeply 
inclined incisal guidance. It is this con- 
dition that presents the greatest difficulty 


The opinions or assertions contained in’ this article 
are the private ones of the writer and are not to be 
construed as official or reflecting the views of the Navy 
Department or the naval service at large. 
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Fig. | © Angle of incisal quidance wher. there 
is no overbite, will be 0 degrees, regardless of 
overjet. O: Occlusal plane 


Fig. 3 * Angle of incisal guidance with rela- 
tion to occlusal plane when overbite and over- 
jet are average. O: Occlusal plane. |: Incisal 
guidance. A: Angle of incisal guidance with 
relation to occlusal plane 


Fig. 2 * Small angle of incisal quidance with 
great overjet but little overbite. O: Occlusal 
plane. |: Incisal quidance. A: Angle of incisal! 
guidance in relation to occlusal plane 


Fig. 4 * Angle of incisal guidance in relation 
to occlusal plane in deep overbite with negji- 


gible overjet. O: Occlusal plane. |: Incisa! 
guidance. A: Angle of incisal quidance with rela- 
tion to occlusal plane 
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Fig. 5 * Deep overbite with little overjet, re- 
sulting from exogenous factors 


when it is found necessary to modify the 
natural occlusion in order to prevent or 
treat breakdown of the supporting struc- 
tures of the natural or artificial denture. 
Deep overbite with little overjet may be 
found in normal jaw relationship (Angle 
Class I) and orthognathous relationship 
(Angle Class II Division 2 malocclusion) . 
In order to evaluate a patient with a deep 
overbite, it is necessary to determine his 
rest and occlusal vertical dimensions. 
Many of these patients have less than 
average occlusal vertical opening. 

Brodie” states that the morphological 
pattern of the craniofacial complex is 
constant. In 1942 Brodie and Thompson* 
demonstrated that the relationship of the 
mandible to the rest of the craniofacial 
complex is established long before the 
eruption of the teeth. If these theories are 
true, the spatial position of the mandible 
can be predicted. Thus, the location of the 
chin and subsequently, the amount of 
freeway space can be foreseen. 

The origin of deep overbite in maloc- 
clusion associated with normal jaw rela- 
tionship may vary. It may be present as a 
result of heredity. The vertical occlusal 
position of the molars and bicuspids de- 
pends on the balance of the muscles 
affecting the mandible. This muscle 
balance is predetermined as a result of 
genetic background. 
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Fig. 6 * Deep overbite with little overjet, re- 
sulting from loss of bicuspid 


Normally the favorable eruption se- 
quence in the mandible is cuspid, first 
bicuspid, second bicuspid and then second 
molar. The lower permanent cuspids 
must erupt first to maintain normal arch 
length and to prevent lingual collapse of 
the anterior segment. This anterior col- 
lapse is often associated with a deep over- 
bite. If the first bicuspid erupts first, the 
cuspid will experience difficulty in erupt- 
ing, particularly if the deciduous cuspid is 
lost prematurely. This is likely to result in 
some lingual collapse of the anterior seg- 
ment and mesial tipping of the first bi- 
cuspid. 


EXOGENOUS ORIGIN OF 
DEEP OVERBITE 


The anterior region of the dental arch 
can be easily influenced by exogenous 
factors. These include lip-sucking, tongue- 
sucking, pillowing and other conditions 
which bring pressure to bear on the an- 
terior teeth. An abnormal amount of 
stress in this area may tend to move the 
maxillary teeth incisally and lingually, 
causing a deep overbite with little overjet 
(Fig. 5). 


2. Brodie, A. G. On the growth pattern of the human 
head, from the third month to the eighth year of life. 
Am. J. Anat. 68:209 March 1941. 


Ak 
Me 
— 
i 


322 ¢ THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


Loss of teeth in the posterior region 
may set up a syndrome which will ter- 
minate in a deep overbite with little 
overjet (Fig. 6). If the first permanent 
molar is lost, the bicuspids proximating 
the edentulous space move distally. This 
is followed by a shifting and subsequent 
flattening of the dental arch in the an- 
terior region. This flattening is toward the 
side from which the posterior tooth is 
lost.4 If loss in the mandible causes a 
shifting of the mandibular anterior teeth, 
it may leave the maxillary anterior teeth 
unsupported. The maxillary anterior 
teeth are then subjected to the muscular 
forces of the orbicularis oris muscle. This 
pressure will cause them to move incisally 
and lingually. The resulting situation is 
an excessive amount of overlapping of the 
anterior teeth. Such a situation will re- 
sult in a deep overbite with little over- 
jet. 

The loss of a mandibular anterior tooth 
may result in a similar syndrome. The 
orbicularis oris muscle acts on the max- 
illary segment, which in turn delivers 
vector forces to the mandibular anterior 
arch. The arch of the mandibular anterior 
teeth is reduced to an arch with a smaller 
radius. Then the pressure of the lower lip 
on the maxillary incisors moves them 
incisally and lingually. The result of this 
movement is an excessive overbite with 
little overjet. 

In some instances, metabolic processes 
affecting development may result in a 
lack of vertical growth in the molar and 
bicuspid region. This, together with exo- 
genous factors, may produce a deep over- 
bite. 

In another type of malocclusion associ- 
ated with orthognathous relationship 
(Angle Class II Division 1), excessive 
overbite is coupled with appreciable over- 
jet. The etiology of this type of malocclu- 
sion includes hereditary potentials, child- 
hood thumbsucking, lip-biting, tongue- 
biting, nail-biting and abnormal upper 
respiratory function such as mouth 
breathing. 


CONTROVERSIAL FACTORS 
OF DEEP OVERBITE 


There doesn’t seem to be complete agree- 
ment on all the etiologic factors that 
result in a deep overbite. Diamond® made 
the claim that ramus height is the influ- 
encing factor in establishing vertical 
dimension. He said that if the ramus does 
not grow vertically, the intermaxillary 
space will not increase. This inhibits the 
continuous active eruption of the decidu- 
ous posterior teeth, but does not interfere 
with the continuous eruption of the an- 
terior teeth. The result is insufficient 
vertical opening with a deep overbite. 

After a cephalometric study of the 
effect of inadequate ramus height on 
vertical dimension, Wylie® concluded that 
Diamond’s observations were not sub- 
stantiated. He did conclude, however, 
that adequate growth of the mandibular 
ramus is of great importance to harmoni- 
ous facial lines. 

In malocclusion associated with orthog- 
nathous jaw relationship (Angle Class 
II Division 2) the overbite is usually 
associated with an infraocclusion of the 
bicuspids and molars. Dunn’ describes 
this type of malocclusion as one with 
arrested vertical development in the 
molar and bicuspid regions. As a result, 
the soft tissue lingual to the maxillary 
incisors acts as an inclined plane. This 
can result in a lingual tipping of the man- 
dibular incisors, which may arrest the 
anterior development of the mandibular 
arch or force the mandible distally. 

The lower lip normally rests against 
the labial surface of the mandibular in- 


3. Brodie, A. G., and Thompson, J. R. Factors in the 
position of the mandible. J.A.D.A. 29:925 June 1942. 

4. Salzmann, J. A. Effect on occlusion of uncontrolled 
extraction of first permanent molars: prevention and 
treatment. J.A.D.A. 30:168! Nov. 1943. 

5. Diamond, Moses. The ramus as a 


the 
development of the dental height. (Abst.). . Res. 
22:346 Aug. 1943. 


6. Wylie, W. L. The relationship ramus 
height, dental height, and overbite. Am. J. Orthodont. 

& Oral | Surg. 32:57 Feb. 1946. 

7. Dunn, Robert. Vertical overbite or arrested vertical 
development in molar and premolar —-. Internat. J. 
Orthodont. & Oral Surg. 12:685 Aug. 
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cisors and the incisal third of the labial 
surface of the maxillary incisors. In the 
situation described by Dunn, the muscu- 
lar forces of the lower lip are brought to 
bear on only the labial surfaces of the 
maxillary incisors. This causes them to 
shift lingually and incisally. 


CLINICAL SIGNS OF INSUFFICIENT 
VERTICAL OPENING 


Insufficient vertical opening may result in 
a number of clinical signs. These signs 
will help in the diagnosis of this condition. 
A noticeable bony ridge lingual to the 
molars and bicuspids may be present. The 
molars and bicuspids may appear inor- 
dinately short because of the close ap- 
proximation of the gingival tissue to the 
occlusal surfaces. There may be missing 
teeth, an exaggerated curve of Spee, con- 
tracted arches and a malalignment of 
teeth. 


PHYSIOLOGIC CONSIDERATIONS 
OF NATURAL INCISAL GUIDANCE 


Considerable time has been given to the 
study of the dynamic aspects of occlusion. 
It has been pointed out by one investi- 
gator® that the chewing cycles are affected 
by the cusp height of the posterior teeth. 
It is felt by another® that the apparatus 
used to record this jaw movement might 
have had a considerable effect on the 
recorded result. 

The study of the functional movements 
of the masticatory apparatus is still new 
and there is still much to be learned. It 
seems, however, that the chewing cycle 
is controlled by proprioceptive and ex- 
teroceptive reflexes stimulated by the 
height of the cusps and the apparatus 
used in the experiments that have been 
carried out. These same reflexes could be 
stimulated repeatedly and perhaps to 
some extent conditioned by a steeply in- 
clined incisal guidance. This might in- 
fluence the chewing cycle to a greater ex- 
tent than cusp height, especially if there 
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is considerable overbite with little overjet. 
In these instances the maxillary and man- 
dibular anterior teeth will contact each 
other before the posterior teeth in eccen- 
tric positions. This might stimulate the 
reflexes and result in a more vertical 
chewing cycle. 

The nonfunctional movements, creatéd 
in part by nonspecific, psychogenic stresses 
of modern living, can be extremely dam- 
aging to the supporting structures of both 
natural and artificial dentures. When 
these stresses are concentrated on a few 
teeth, the damage will be magnified pro- 
portionately. The slightly inclined or 0 
degree incisal guidance makes it easier to 
balance the occlusion (Fig. 1, 2 and some- 
times 3). The balanced articulation then 
will distribute the stresses set up by these 
nonfunctional movements more ade- 
quately. The aim in handling these con- 
ditions should be stress distribution. 
Stress concentration should be avoided. 
The problem of stress distribution is con- 
siderably greater with a steeply inclined 
incisal guidance and in many instances 
can be accomplished only by modification 
of this relationship. 


STEEPLY INCLINED 
INCISAL GUIDANCE IN TREATMENT 


In the natural denture, occlusion may 
exist which would not be acceptable for 
artificial dentures. For example, patients 
with a steeply inclined incisal guidance in 
their natural denture may go through 
life without any pathologic manifesta- 
tions. It may be that there exists a bio- 
logic balance between the tissues of the 
temporomandibular joint, the muscles of 
mastication and the tissues supporting 
the teeth. On the other hand many pa- 
tients with the same type of incisal guid- 
ance may exhibit pathological symptoms. 


8. Payne, S. H. Comparative, sady of posterior occlu- 
sion. J. Pros. Den. 2:66! Sept. 

9. Jankelson, Bernard; —Fananad George M., and 
Hendron, J. A., Jr. Physiology of the stomatognathic 
system. J.A.D.A: 46:375 April 1953. 
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These symptoms may or may not be as- 
sociated with loss of teeth or perverted 
habits affecting the dental arches. Exo- 
genous conditions added to this type of 
occlusion can destroy what might other- 
wise be a physiologic state of equilibrium. 

The presence of steeply inclined incisal 
guidance in complete denture prosthesis 
presents a difficult problem. If it is not in 
complete harmony with the other four 
factors of occlusion,’ the patient will 
produce a damaging shearing action when 
he moves his mandible laterally, especially 
into protrusive position. This steeply in- 
clined guidance makes it more difficult 
to harmonize the occlusion. A lack of 
harmony can disturb the stability of the 
denture and cause a more rapid break- 
down of the supporting structures. The 
temporomandibular joint may also be- 
come involved. 

One of the authors’ pointed out the 
difficulty of balancing the natural occlu- 
sion for 26 per cent of 512 patients ex- 
amined at the Naval Hospital in Phila- 
delphia. In these patients, the jaws were 
limited to centric position because of a 
steeply inclined incisal guidance. He also 
found that 19 per cent of the patients had 
free lateral excursion of the mandible, 
but were limited in their protrusive move- 
ment. 

In approximately 45 per cent of the 
patients examined it was found that the 
natural incisal guidance was so steeply 
inclined that ideal distribution of occlusal 
stresses was impossible without modifica- 
tion. This modification is not always pos- 
sible or even desirable. For instance, in a 
young patient with no symptoms of perio- 
dontal breakdown, it is questionable 
whether it would be desirable to attempt 
a reduction in the inclination of the in- 
cisal guidance, even in conjunction with 
the construction of a prosthesis. A steeply 
inclined incisal guidance presents a con- 
siderable problem in stress distribution 
both to the prosthodontist and the perio- 
dontist. 

It seems desirable to consider modifica- 
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Fig. 7 * Diagrammatic sketch of method for re- 
ducing angle of incisal quidance by raising incisal! 
edges of maxillary incisors. O: Occlusal plane. 
1: Original incisal guidance. R: Reduced incisal 
guidance. A: Original angle of incisal quidance 
with relation to occlusal plane. RA: Reduced 
angle of incisal guidance with relation to occlu- 
sa! plane 


tion of the incisal guidance in the natural 
denture when there is evidence of perio- 
dontal breakdown, especially in the upper 
incisors, when this breakdown can be at- 
tributed to excessive lateral occlusal stress, 
or when a prosthesis exerts excessive 
lateral force. A prosthesis may exert exces- 
sive lateral force if the labial surfaces of 
the mandibular incisors contact initially 
the lingual surfaces of the replacement 
maxillary incisors deflectively during the 
mandibular excursions. 


MODIFICATION OF INCLINATION 
OF INCISAL GUIDANCE 


There are several methods that might be 
employed to modify the inclination of the 


10. Collett, H. A. Variations in natural occlusion and 
their significance in the construction of prosthetic resto- 
rations. J.A.D.A. 40:59 Jan. 1950 
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Fig. 8 * Diagrammatic sketch of method of re- 
tention used to prevent process of continuous 
eruption of teeth. In illustration, parts of re- 
movable dentures are used as retainers. O: Oc- 
clusal plane. |: Original incisal guidance. A: 
Original angle of incisal guidance with relation 
to occlusal plane. P: Removable lingual plate. 
K: Kennedy bar. R: Reduced incisal quidance. 
RA: Reduced angle of incisal quidance with rela- 
tion to occlusal plane 


incisal guidance. First, the incisogingival 
dimension of the maxillary crowns might 
be reduced. Next, the incisogingival 
dimension of the mandibular crowns 
might be reduced. Third, the vertical 
dimension might be increased. All these 
methods will reduce the inclination of the 
incisal guidance, making the problems of 
occlusal stress distribution less difficult; 
however, each method presents problems, 
which, if not handled properly, may lead 
to serious complications. 

The simplest method is to raise the 
incisal edges of the maxillary incisors to 
reduce the incisogingival dimension of the 
crowns. This might be accomplished by 
simple grinding. The maxillary incisors 
will not be taken out of occlusion with 
the mandibular incisors so extrusion or 
exfoliation will not result (Fig. 7). If this 
method is not accompanied by some type 
of restorative dentistry, however, the teeth 
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Fig. 9 * Diagrammatic sketch of method of re- 
ducing angle of incisal guidance by increasing 
occlusal vertical dimension. O: Occlusal plane. |: 
Original incisal guidance. R: Reduced incisal 
guidance. A: Original angle of incisal guidance 
with relation to occlusal plane. RA: Reduced 
angle of incisal guidance with relation to occlusal 
plane 


may be left uncomfortably sensitive. 

The second method, reducing the in- 
cisogingival dimension of the crowns of 
the mandibular incisors, might also be 
accomplished by simple grinding. This 
procedure, however, would solve the 
problem for only a short time, for the 
process of continuous eruption will cause 
the lower incisors, once they are out of 
occlusion, to extrude. This method must 
be accompanied with a procedure that 
will prevent extrusion. Extrusion can be 
prevented by placing crowns or three- 
quarter crowns on the maxillary incisors 
to restore the occlusion, or by placing a 
continuous lingual clasp (Kennedy bar) 
on or above the cinguli of the mandibular 
incisors, to retain them. The Kennedy bar 
might be part of a mandibular partial 
replacement. This Kennedy bar would be 
satisfactory in conjunction with a com- 
plete maxillary replacement; however, if 
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natural maxillary teeth are taken out of 
contact, it would also be necessary to 
retain them with a lingual plate or Ken- 
nedy bar over their cinguli (Fig. 8). 

The third method, that of increasing 
the occlusal vertical dimension, should be 
approached with considerable caution 
(Fig. 9). The patient’s rest vertical di- 
mension and the amount of freeway 
space is extremely important if this ap- 
proach to incisal guidance modification 
is to be considered. With a steeply inclined 
incisal guidance there may be consider- 
able freeway space, perhaps due to under- 
eruption of the posterior teeth, or there 
may be a limited freeway space and nor- 
mally erupted posterior teeth. If this pro- 
cedure is to be accomplished at all it must 
be done within the freeway space. This 
does not make the procedure entirely 
safe. The freeway space does not always 
seem to be within physiologic limits of 
tissue tolerance. 

The investigations of Boos™ indicate 
that the opening at which a patient is 
able to exert the greatest amount of power 
is the rest vertical dimension. His studies 
indicate that the nearer the patient ap- 
proaches this position the more occlusal 
power he is able to demonstrate. It is pos- 
sible that greater occlusal power given 
these patients, by increasing the occlusal 
vertical opening, is used in nonfunctional 
occlusion, when the patient brings his 
teeth into contact hundreds of times a 
day without food between them. This 
added force in some instances would seem 
to be beyond the limits of tissue tolerance, 
even though the occlusal vertical dimen- 
sion is well within the vertical dimension 
at rest position. 

Increasing the occlusal vertical dimen- 
sion also presents the problem of loss of 
occlusal contact of both the maxillary 
and mandibular incisors (Fig. 9). This 
must be taken care of with either retain- 
ing removable dentures or with fixed 
partial dentures, crowns, three-quarter 
crowns and so on to prevent extrusion or 
exfoliation of the incisors. 
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PARTIAL DENTURE DESIGN 
AND INCISAL GUIDANCE 


Several problems in partial denture de- 
sign are created by a steeply inclined 
incisal guidance. They are problems in 
support of the denture and in the dis- 
tribution of the lateral forces of occlusion. 
These problems are much greater with 
the maxillary partial denture. 

When it is necessary to support the 
maxillary partial denture on a cuspid, 
there is the problem of space. The labial 
surface of the mandibular cuspid occludes 
with the lingual surface of the maxillary 
cuspid, allowing insufficient space for the 
supporting rest of the maxillary cuspid 
clasp. This makes it extremely difficult to 
prepare the maxillary cuspid to receive a 
supporting rest. As a result many maxil- 
lary partial replacements are constructed 
with inadequate vertical support. This 
shortens the life of the supporting tooth. 

A distal incisal notch on the support- 
ing cuspid will give adequate vertical sup- 
port in many instances, but will create an 
esthetic problem. A lingual inlay prepared 
to receive a rest will have to be made 
deeper than average so that the rest can 
be made strong enough to support the 
vertical component of muscular stress 
without interfering with the occlusion.'*: ™* 

The problem of distribution of the 
lateral occlusal forces may be present in 
the maxillary denture when the incisal 
edges of the mandibular incisors are close 
to or in contact with the soft tissue of the 
palate. This in many instances precludes 
the use of a lingual plate or a continuous 
lingual clasp on the lingual surfaces of the 
maxillary incisors, for adequate stress 
distribution. 

Adequate stress distribution may be ob- 
tained in these instances by splinting the 
abutment teeth with one or more proxi- 


Il. Boos, R. H. Intermaxillary relation established by 
biting power. J.A.D.A. 27:1192 Aug. 1940 

12. Collett, H. A. Principles of partial denture de 
sign. D. Digest 57:24 Jan. 1951. 
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mating teeth. This will give each unit the guidance indicates that in many instances 
strength of a multirooted tooth.’* Be- it could be prevented. 
cause this procedure is time consuming It is likely that the incisal guidance 
and expensive, it is all too often neglected, influences the functional movements of 
and the life of the partial replacement is the mandible. 


shortened. In some instances it seems desirable to 

modify the natural incisal guidance so 

SUMMARY that the occlusal stresses might be dis- 
tributed more adequately. 

The incisal guidance presents problems A steeply inclined incisal guidance 

of occlusal stress distribution in the nat- creates problems in support and occlusal 

ural denture. stress distribution of partial dentures. 


A steeply inclined incisal guidance may Successful partial denture service re- 
be concomitant with average vertical quires special mouth preparation for these 
opening and freeway space or with less cases. 
than average vertical opening and in- 


crease in freeway space. oe 
13. Collett, H. A. Biologic approach to clasp partiai 
The etiology of steeply inclined incisal dentures. D. ‘Digest 61:307 July 1955. 


Personal Responsibility of the Individual * In the middle of the war against Hitler, if somebody 
had told me that I would one day be standing in the heart of Berlin before several hundred 
thousand of the citizens demonstrating their desire to be free, I would have said the person was 
crazy. Yet that very thing happened to me when I returned to the former German capital 
with the Freedom Bell, the symbol of the American campaign to pierce the Iron Curtain with 
the propaganda of truth. In open and dangerous defiance of the Russians and their East German 
puppets, thousands of West and East Berliners gathered in the middle of the city in a moving 
demonstration against tyranny. They had seen what democracy could mean and they wanted it. 

I cite this incident to support my conviction that, given the proper circumstances, and some 
hope, man as an individual, wherever he may live, will demonstrate that he is inherently honest 
and decent. He wants little more than to live in friendship with his neighbor, in reasonable 
security, and to raise his children so they may find opportunity before them. 

The troubled world in which we live should not dismay us. The world today is historically a 
better world than the world of the past. Though ruthless men still maintain power through force 
and would extend power through conquest, people elsewhere are becoming more tolerant and 
understanding than ever before. More peoples znd more governments are willing to cooperate, to 
work together for peace and freedom, than in any time of history. We are more tolerant and 
understanding with each other, more willing to help our lees fortunate neighbor here and abroad. 

This is hopeful progress. It stems from the spread of freedom God gave us as a privilege. 
Like all precious possessions, freedom must be guarded carefully by good citizenship. To be a 
good citizen does not require the holding of public office, the achievement of political or financial 
success, But it does require voting from conviction, participating in community activities and 
to be honest with oneself and with others. 

God has been good to us as a people. We can exercise the leadership in world affairs to 
obtain freedom and peace. We can lead abroad only as we continue to improve our life at 
home, to become truly a land in which there is equal opportunity for all. Personal responsibility 
of the individual can improve the life here and, perhaps, help others, when we show pride in 
our country by finding time to try to be good citizens, and by being grateful to God for his good- 
ness.—General Lucius D. Clay, The Creed of a Soldier. 
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Interceptive orthodontics 


for the general practitioner 


Thomas K. Barber,* D.D.S., M.S., and 
Earl W. Renfroe,+ D.D.S., M.S., Chicago 


The problem of malocclusion confront- 
ing the general practitioner of dentistry 
today is of such magnitude and variation 
that the present emphasis in dental ed- 
ucation is shifting more and more toward 
the preventive aspects of dentistry. 

The growth of the maxillae and man- 
dible and the eruption of the teeth must 
be coordinated, one with the other, in 
a highly specialized time-space relation- 
ship for the development of a properly 
functioning dentition. It is during this 
developmental phase of the mixed den- 
tition that a wayward tooth may lead 
to an incipient malocclusion. It is ap- 
parent that these incipient malocclusions 
must be corrected early and by simple 
means by the general practitioner, if a 
truly preventive program is to be im- 
plemented. 

An understanding of the normal func- 
tions of growth and development as well 
as the mechanisms at work to produce 
a malocclusion are essential before treat- 
ment can be instituted. With the fun- 
damental knowledge of development the 
general practitioner may correct many 
incipient malocclusions using the simple 
technical skills at hand. 


THE MASTICATORY SKELETON 


During the periods of most rapid change, 
that is, the growth years, of the human 
masticatory apparatus it is of more im- 
portance that the dentist concern himself 
with What should be done? and When 


should it be done? than How should it 
be done? 

The basic form of infant skeletal pat- 
tern is predetermined by the genetic 
constitution of the individual. The size 
and shape of the maxillae and the man- 
dible and their relationship to each other 
is “preset,” long before birth. The tend- 
ency to a Class I, Class II and Class III 
molar, or jaw, relationship is inherited. 
The maxillary and mandibular portions 
of the face are small in an infant, and 
gradually increase in width, height and 
depth to a fully matured face. Growth 
mechanisms differ between the maxillae 
and mandible; the former being primarily 
sutural whereas the latter is primarily 
cartilagenous at the head of the condyloid 
process.! Any divergence in the rate of 
growth of the maxilla and mandible will 
affect the relation of the jaws and there- 
fore the dental arches. Furthermore, the 
eruption of teeth must be coordinated 
with the growing bones else poor timing 
will result in malposition of the teeth. 

Maxillary growth occurs through in- 
crease of bone at the frontomaxillary, 
zygomaticomaxillary, and pterygomaxil- 
lary sutures. These three sutures roughly 
parallel each other and face in a down- 
ward and forward direction. The result is 


*Assistant professor of pedodontics, University of 
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that the growth of the maxillae is directed 
downward and forward. In addition to 
growth at these sutures, the alveolar 
processes increase in height. This results 
in an increase in the total height of the 
face. Growth of the alveolar processes 
is the result of and occurs with the erup- 
tion of teeth. This growth site is especial- 
ly important during the period of the 
mixed dentition (6 to 12 years). 

Mandibular growth occurs primarily 
as a result of cartilagenous proliferation 
at the condyle in an upward-backward 
direction with the result that the mandi- 
ble lengthens downward and forward. 
The body of the mandible increases in 
size through apposition of bone on the 
posterior border of the ramus and sub- 
sequent resorption of the anterior border. 
The coronoid process makes a similar 
adjustment. It is through the resorption 
of the anterior border of the ramus that 
the body of the mandible lengthens 
and serves to “uncover” the unerupted 
molar teeth and also to “widen” the 
mandible posteriorly. 

The alveolar process of the mandible 
serves to increase the vertical height of 
the body of the mandible. The alveolar 
processes of the maxillae and mandible 
become the mechanism of adjustment 
or the “coordinator” of the differences 
of growth between the maxillae and 
mandible as the mandibular body moves 
away from the base of the skull.’ 

The basic hereditary skeletal pattern 
is set; it begins to develop, eruption of 
teeth begins, and the stage is set for the 
developing occlusion. The maxillae, 
mandible, dental arches, and the individ- 
ual teeth are now subjected to other 
influences or forces which serve to posi- 
tion the teeth. 


ENVIRONMENTAL FACTORS 
CONTRIBUTING TO MALOCCLUSION 


A number of forces are constantly acting 
on the teeth or on the arches as a whole. 


These may be classified briefly as (1) 
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muscular forces, (2) occlusal forces and 
(3) eruptive forces. 


Muscular Forces * The infant mastica- 
tory apparatus consists of dental pads of 
soft tissue void of teeth and surrounded 
by thick muscular and fatty tissue ex- 
ternally and a large tongue internally. 
The erupting teeth interpose themselves 
between the external and internal mus- 
cular pads. These teeth are molded 
into an .arch form by these apposing 
muscular bands. The position of the 
teeth is therefore greatly influenced by 
these muscle bands. The muscular in- 
fluence continues throughout life in such 
a manner that the teeth assume a position 
wherein they are in balance with their 
environment, that is, the muscular forces 
(Fig. 1 and 2). 

Any deviation in muscular balance will 
be accompanied by migration of teeth; 
for example, the thumbsucking child adds 
a muscular force to those already present 
when the finger is placed in the mouth 
with the result that the lower anterior 
teeth may be lingually displaced while 
the upper anterior teeth are forced into 
a labial position. Usually an anterior 
open bite also results because the thumb 
prevents the complete eruption of the an- 
terior teeth. The position of the displaced 
teeth reflects the type of muscular im- 
balance. 


Occlusal Forces * The forces of occlu- 
sion herein defined refer to the stresses 
placed on the teeth during mastication. 
The teeth of the deciduous dentition 
stand erect so that the forces of occlusion 
are directed apically and are dissipated 
entirely through the periodontal struc- 
tures (Fig. 3). Mesial drift in the de- 
ciduous dentition is almost nonexistent. 
This absence of mesial drift allows for 
physiologic spacing in the anterior region 
and the absence of space closure in the 
posterior region before the age of six 
years. With the eruption of the perma- 
nent molar teeth into the dental arch, 
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Buccinator 


Fig. | © Balance of muscular forces in molar 
region between tongue and cheek muscles 


however, the problem of the mesial drift 
begins. In contrast to the upright de- 
ciduous teeth, the permanent molar teeth 
erupt with a noticeable mesial inclination 
(Fig. 4). The mesial inclination of the 
molar teeth results in occlusal forces being 
directed mesially, instead of apically. 
This anterior component of occlusal 
forces is the mechanism whereby the con- 
tact areas are kept tight. 

The position of teeth is greatly in- 
fluenced by the anterior component of 


Fig. 2 © Relation of anterior teeth to surround 
ing muscular bands. Tongue and labial muscula- 
ture exert constant and opposing force. Any 
disturbance in delicate muscular balance results 
in migration of teeth 


force when a tooth is extracted because 
the extraction breaks the continuity of 
the arch. Mesial drift occurs and at the 
same time contact points slip; the forces 
of occlusion are thus allowed to displace 
a tooth labially or lingually. 


Eruptive Forces * The direction and 
amount of force exerted on the dental 
arches during eruption depends on which 
tooth is erupting and whether it is maxil- 
lary or mandibular. The mandibular first 
permanent molar exerts a strong eruptive 


no mesial drift af 


Fig. 3 * Upright position of deciduous teeth 
provides for opposition in vertical direction (A), 
thereby forces of occlusion (B) show no mesial 


drift 


force mesially and lingually using the 
tooth anterior to it (second deciduous 
molar) as a buttress against which to 
right itself (Fig. 5). In contrast, the 
maxillary first molar erupts in a distal 
and buccal direction, away from the arch, 
until it meets muscular resistance. It then 
begins to swing mesially until it contacts 
the last tooth present in the arch, the sec- 
ond deciduous molar (Fig. 5). The sec- 
ond and third molars erupt in a similar 
pattern but at this time the eruptive 
forces are acting upon a_ completely 
permanent arch. 

The anterior teeth erupt in a similar 
pattern to those of the molar teeth, that 
is, the lower anterior teeth erupt toward 
the midline whereas the upper anterior 
teeth erupt away from the midline and 
then swing mesially. The physiologic spac- 
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ing of the upper permanent incisors is 
usually corrected through the eruption of 
the lateral incisors and through the strong 
eruptive force of the cuspid tooth be- 
tween the first bicuspid and lateral in- 
cisor. 

The physiologic crowding of the lower 
anterior teeth may be corrected when the 
deciduous cuspid teeth are lost and the 
permanent cuspids erupt with accom- 
panying growth in alveolar bone and 
more room for incisor positioning. 

Incipient malocclusion may then arise 
from poor coordination during the 
growth periods of the maxillae and man- 
dible, or locally through any of the forces 
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Fig. 4 © Mesial inclination of permanent teeth 
(B) causes forces of occlusion to be partially 
dissipated in a mesial drift resultant force 


acting on the arch as a whole or any 
combination of the forces. 


LOSS OF ARCH LENGTH 


The deciduous molars are important fac- 
tors in the development of permanent 
arch length serving as natural space main- 
tainers and the “guides of the erupting 
permanent teeth.” 

The simplest and best space maintainer 
is a good proximal filling. These should 
be placed as early as possible. One of the 
most common causes for the loss of space 
in the dental arch is proximal caries. 
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molar eruptign 


Fig. 5 * Lower permanent molars (A) exhibit 
mesiolingua! eruption path using second decid- 
uous molar as buttress in contrast to upper molar 
eruption (B) in distobuccal direction rotating 
against deciduous molar for guidance 


Carious lesions on proximal surfaces pro- 
duce a loss in tooth structure with the re- 
sult that the adjacent tooth drifts into 
the carious defect (Fig. 6). The moving 
tooth may also rotate. For this reason, 
early operative procedures with proper 
restoration of the proximal anatomy and 
contact area is the best and most ade- 
quate space maintainer. 

If a general rule were to be formulated 
in the matter of maintaining space, it 
would be this: Space maintainers must be 


normal arch length 


loss of length through caries 


Fig. 6 © Unrestored carious lesion (A) reduces 
arch length. Adjacent tooth is thus allowed to 
migrate or erupt into lesion (B) 
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Fig. 7 * Preformed band or crown, cast band 
or pinch band adapted to tooth posterior to 
edentulous space. Gingival margin adaptation 
must be made with care to avoid overhanging 
band material 


used whenever there is early loss of any 
deciduous molar and any tendency for 
the adjacent or opposing teeth to drift.* 


Band-Loop Space Maintainer + The 
band-loop space maintainer employs the 
use of a band or crown for anchorage to 
which is soldered a connector.’ The con- 
nector may be a loop of wire, a bar, a 
tube or an arch. The band used may be 
made either directly in the mouth or in- 
directly on a model. A preformed (fac- 
tory-made) band or shell crown may also 
be used. The basic construction of the 
space maintainer itself is the same in all 
instances. 

The tooth which is posterior to the 
edentulous space is fitted with a band 
as in Figure 7. Burnishing the band to 
perfect gingival adaptation is essential. 

A preformed band or crown, cast band, 
or pinch band can be used for anchorage 
in this type of space maintainer. The 
pinch band has many advantages over 
the preformed band or crown, not the 
least of which is the much better adapta- 
tion at the gingival level. The preformed 
band or cast band also may be used if 
chairtime must be replaced by laboratory 
time. 

With the band or crown in place on the 
tooth an alginate or compound impres- 
sion is taken of the entire quadrant (with 


Fig. 8 * With band in place on sectional 
model, 0.030 gold or steel wire is formed as a 
loop serving as connector between abutments 


a sectional tray). The band or crown is 
then removed from the tooth and posi- 
tioned in the impression. The inner sur- 
face of the band which is adjacent to the 
edentulous space is then lightly coated 
with wax and the model is poured in 
soldering or casting investment as shown 
in Figure 7. 

The band is relieved at the edentulous 
side to facilitate soldering of the loop 
(Fig. 8). The loop consists of 0.030 gold 
or steel wire depending on the type of 
band material used. It is formed by bend- 
ing the wire into a horseshoe shape wide 
enough to allow eruption of the succeda- 
neous tooth through the loop if necessary. 
The loop is contoured to rest against the 
abutment tooth just below the contact 
point and then extending on each side of 
the edentulous space back to the band 
(Fig. 8). The wire should rest on the soft 
tissue to prevent jiggling and damaging 
the abutment by action of the tongue on 
the loop. 

Where the loop meets the band, a 
sharp bend is made in the wire so that it 
rests flush against the band (Fig. 8). Care 


2. Braver, J. C. Report of 113 early or premature 
extractions of primary molars and the incidence of 
closure of space. J. Den. Children 8:222 4th Quart. 1941. 

3. Salzmann, J. A. Principles of orthodontics, ed. 2. 
Philadelphia, J. B. Lippincott Co., 1950, p. 679. 
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must be taken to avoid impingement on 
the marginal gingiva at this point. 

The loop is soldered to the band at 
both sites where the wire meets the band 
at the buccal and lingual prominences 
(Fig. 9). The maintainer is then removed 
from the models, polished and seated in 
the mouth with zinc oxyphosphate ce- 
ment. 


Removable Acrylic Space Maintainer * 
Acrylic space maintainers usually are em- 
ployed when the loss of teeth is bilateral. 
They have the disadvantages inherent in 
all removable acrylic appliances, that is, 
they are rather fragile and require time in 
the laboratory for processing. Being re- 
movable, they are subject to frequent 
breakage and distortion by the child. A 
great virtue of this type, however, is not 
only its versatility but also its ability to re- 
store occlusal function. The appliance is 
akin to the removable partial prosthesis in 
the adult with the difference that clasps 
are used sparingly if at all.*® 

This type of appliance is the one of 
choice where the structure of the abut- 
ment teeth will not permit construction 
of bands and where the abutments are in- 
fracluded. They are especially useful 
where, in addition to space maintenance 
in the posterior regions, an anterior tooth 
is missing. An incisor pontic may be 
added easily for esthetic reasons. 


Fig. 9 * Loop must be sufficiently wide for 
succedaneous tooth eruption, must rest on tissue 
and must contact anterior abutment just below 
contact point to insure against displacement 
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Palatal Acrylic Space Maintainer * In 
the upper arch, mechanical retention in 
the form of clasps is usually not needed 
since simple mucostatics is generally suffi- 
cient to retain the appliance in the 
mouth. The edentulous regions may be 
filled with blocks of acrylic or with acrylic 
teeth, preformed or carved (Fig. 10). 


Upper Incisor Replacement * The 
premature loss of a deciduous incisor 
seldom requires replacement for space 
maintenance. The lost permanent incisor, 
however, always should be replaced lest 
drifting of the adjacent incisors cause loss 
of space. The most satisfactory replace- 
ment (both for space maintenance and 
esthetics) is an acrylic incisor pontic at- 
tached to an acrylic palate (Fig. 11). 


Lower Acrylic Space Maintainer * The 
lower acrylic space maintainer is useful 
where several teeth of the posterior seg- 
ments are missing bilaterally. The acrylic 
bar connecting the saddles may be rein- 
forced with an embedded piece of metal. 
Clasps are usually not required but simple 
rests may be used for stability (Fig. 12). 

The relatively new self-curing acrylic 


4. Braver, J. C., and others. 


3 Dentistry for children, 
ed. 3. Philadelphia, Blakiston Co., 1952, p. 386-400. 

5. Offer-Spitz, Age. Prophylactic appliances in early 
childhood. Am. J. Orthodont. & Oral Surg. 30:378 July 
1944, 


Fig. 10 © Upper acrylic space maintainer re- 
places any number of teeth using palatal vault 
and remaining teeth to resist movement of per- 
manent molars 


> 
solder eg 
6X54) y 

ASE (VEG 


Fig. || © Acrylic palate utilizing pontic tooth 
for temporary replacement of lost permanent 
incisor. Appliance maintains space and restores 
esthetics 


Fig. 12 * Lower acrylic space maintainer replaces 
any number of lost deciduous molars. Al! anterior 
teeth as well as mandibular alveolar process act 
to prevent anterior displacement of permanent 
molars 


Fig. 13 * Normal eruption path of permanent 
incisor. Note concomitant resorption of decid- 


uous tooth root 
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materials are generally used for these ap- 
pliances since they are comparatively 
temporary in nature. The technic for use 
of the self-curing acrylics is presented 
later when the palatal appliances are dis- 
cussed. 


ANTERIOR CROSS-BITE 


Etiology * The normal path of eruption 
of the permanent incisors is a curvilinear 
one wherein the erupting incisor is high 
in the maxilla and slightly lingual to the 
root apex of the deciduous tooth. As the 
permanent incisor erupts, concomitant 
resorption of the deciduous root occurs 
(Fig. 13). 

The most common cause for the lingual 
displacement of a permanent maxillary 
incisor is the prolonged retention of a 
deciduous predecessor. Prolonged reten- 
tion of a deciduous incisor may be due 
to ankylosis between cementum and 
alveolar bone or the presence of an unre- 
sorbed portion of the deciduous tooth 
root left in the path of the erupting 
permanent tooth (Fig. 14). 

Habitual pressure on the teeth or the 
jaws may also cause the lingual displace- 
ment of the maxillary incisor. A crowded 
arch caused by the presence of teeth 
which are disproportionately large in re- 
lation to the maxillary base also may re- 
sult in such lingual displacement, espe- 
cially of the lateral incisors. 


Effects of Lingual Displacement + If the 
incisor cross-bite (scissored incisors) is not 
corrected early, inflammation and reces- 
sion of the gingiva of the opposing tooth 
usually follow. These result from the fact 
that the lower incisor is subjected to a 
continuous jiggling action by the lingually 
displaced upper incisor. Such trauma 
causes the labial gingivae and bone to re- 
cede rapidly. 

The space available for the maxillary 
lateral incisors frequently becomes en- 
croached on when the central incisors are 
displaced lingually. Frequently, too, the 
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lateral incisors become displaced lingually. 

The condition should be corrected 
early lest the malocclusion becomes 
permanent. The best time to achieve the 
correction is during the eruption of the 
permanent incisor teeth before they come 
into full occlusion (at six to nine years 
of age). 


Correction of Lingually Locked Upper 
Incisors * There are two methods used to 
correct lingually locked upper incisors. 


Tongue Depressor * A narrow tongue 
blade has been used for many years as a 
lever to correct an incisor cross-bite. This 
method is especially useful when the con- 
dition is incipient and the displacement is 
mild (Fig. 15). 

The tongue blade may be used in two 
ways: (1) asa lever which uses the lower 
incisors as a fulcrum and which exerts 
strong hard pressure on the inlocked 
upper incisor and (2) as a bite plane, by 
having the patient bite on the blade after 
it is positioned in the mouth (Fig. 16). 

The tongue depressor method will 
usually be unsuccessful if more than the 
incisal third of the tooth is locked. The 
distance from incisal edge of the upper 
tooth to incisal edge of the lower becomes 
too great for the tongue depressor to pro- 
duce correction. 


Acrylic Guide Plane + The acrylic 
guide plane (Fig. 17) is perhaps the most 
versatile and least traumatic of the cor- 
rective devices in this category.®* It can 
be used to correct the linguoversion of 
one tooth or the entire anterior segment. 
Since the acrylic guide plane is cemented 
in place and includes more than one 
tooth, the jiggling action and trauma by 
the antagonists are eliminated (Fig. 17). 
The movement is rapid but physiologic 
since the force exerted on the teeth is the 
result of normal muscular action. 

The device is easy to construct and 
simple to adjust. It is constructed by the 
indirect method which saves considerable 
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Fig. 14 * Abnormal path of eruption and lingua! 
displacement of permanent incisor due to an- 
kylosis of deciduous incisor root 


gingival 
Stripping 


Fig. 15 © Tongue depressor used as lever for 
correction of incisor cross-bite. Note gingivai 
trauma with subsequent stripping of tissue, ini- 
tially produced by cross-bite 


chairtime. The appliance is strong and 
well tolerated by the tissues. 

The incisor guide plane can be cast in 
metal; however, the hard metal may 
cause trauma to the opposing teeth, so 
acrylic resin is preferred. 


6. Rabinowitch, B. Z. Correction of displaced in- 
cisors by the general practitioners. J.A.D.A. 35:876 
Dec. 15, 1947. 

7. Massler, Maury, and Suher, Theodore. Lingually 
locked maxillary incisor; rapid technic for the con- 
struction of a plastic bite-plane. J. Den. Children 
16:26 Ist Quart. 1949. 
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labial lingual 
pressure "| pressure 


_ vertical 
inclination 


Fig. 16 * Manner in which patient inserts tongue 
depressor. The more acute the angulation of 
depressor the more rapid and physiologic will 
be the movement 


The acrylic guide plane may cause the 
bite to be opened temporarily during 
treatment. Care must be taken, therefore. 
that the guide plane is not left on the 
teeth for an excessive length of time. 

The acrylic lower anterior guide plane 
is constructed in the following manner: 
A full mouth impression is taken in 
modeling compound or alginate. The 
model is poured in stone. The upper and 
lower working models are mounted on a 
suitable articulator. It must be certain 
that the correct bite relationship has been 
established. 

The amount of overbite exhibited by 
the displaced teeth is determined by 
examination of the mounted models from 
both labial and lingual aspects. The 
available space into which the tooth or 
teeth can fit is measured. There must be 
enough space available into which the 
displaced tooth can be moved. If not, a 


space opening device should be used. An 
attempt must be made to visualize the size 
and pitch of the incline plane necessary 
to move the tooth or teeth into correct 
occlusion. 

The lower anterior teeth are painted 
with a suitable separating medium and 
allowed to dry. The labial surfaces of the 
lower teeth are moistened with the liquid 
monomer. The powdered acrylic resin is 
painted or sprayed onto the moistened 
surfaces until a thickness of about %o 
inch is achieved. Occasionally additional 
liquid monomer will have to be added. 
The powdered acrylic resin must be kept 
moist continuously. The entire labial sur- 
face of the lower teeth must be covered. 

The model is inverted, and the same 
process is repeated on the lingual sur- 
faces. In this instance, however, only one 
half of the lingual surfaces of the teeth is 
covered. 

When the labial and lingual acrylic 
resin has become “doughy” (two to three 
minutes), acrylic resin is added to the in- 
cisal portions. A bulk of material is slowly 
built up. This bulk should approximate 
closely the inclined planes as desired in 
the finished appliance. These should ex- 
tend well to the lingual surface so as to 
engage the incisal edges of those teeth to 
be moved. 

When the self-curing acrylic resins are 
used, the dentist must allow for trim- 
ming; thus the appliance should be made 
oversized and trimmed to the desired 
shape. When all acrylic material has been 
added, the acrylic resin is covered with 
oil (mineral or silicone) and allowed to 
set. Setting time is 15 minutes. 

The acrylic resin may now be removed, 
trimmed and polished. It should be re- 
membered that occlusion should only be 
on the teeth to be moved. The inclined 
planes must be as acute (not horizontal) 
as possible. The more acute the angle the 
more rapid and least traumatic will be 
the movement. 

The appliance is cemented in place 
with zinc oxyphosphate cement. 
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Fig. 17 * Acrylic bite plane utilizes many lower 
anterior teeth for anchorage (A). This anchorage 
is advantageous in moving a larger, stronger 
tooth. Inclined plane extends to lingual surface of 
displaced incisor. Inclined plane should be as 
acute in angulation as possible (B) 


Discussion * The patient should be in- 
structed to bite against the guide plane, 
gradually increasing the force exerted 
until a distinct sensation of tooth move- 
ment is felt. This movement should be in 
a labial direction. Blanching of the over- 
lying labial gingiva should be watched 
for at this time. If periapical pain exists, 
the inclination of the guide plane should 
be increased. Some children instinctively 
avoid pressure on the teeth so that tooth 
movement is very slow. Forcible exercises 
should be practiced at least three times 
a day. 

The appliance is left in place until the 
lingually locked incisor is brought well 
over the incline plane. It is often desir- 
able to move the tooth or teeth well past 
their final labial position since some re- 
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Fig. 18 * Crisscross elastics for posterior crossbite 
correction. Note buccal displacement of upper 
molar and lingual displacement of lower molar 
(A). Elastic provides constant tension between 
teeth for correction (B) 


lapse will occur after the appliance is 
removed. Bringing the incisors edge to 
edge is not enough. Relapse will occur 
unless the lingually locked incisor is 
brought well over the labial surface of the 
lower incisors so that the lower incisors 
act as retainers. 


Caution * The appliance must be re- 
moved within two weeks after placement 
or eruption of the posterior teeth would 
occur and permanently open the bite. 
Movement of the lingually locked teeth is 
ordinarily accomplished within this time 
limitation. 

The parent should be instructed to ob- 
serve the child’s habits. Under no cir- 
cumstance should the child protrude the 
mandible and engage the labial surface 
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of the upper teeth with the acrylic ap- 
pliance. This could cause the “further 
displacement palatally of the teeth which 
you are trying to move labially.” 


POSTERIOR CROSS-BITE 


Cross-bites in the molar region are com- 
mon. They are attributed to many fac- 
tors, such as leaning habits, tongue posi- 
tions and ectopic eruption. The tongue, 
by being positioned in the palate, can 
create such excessive width that all the 
maxillary teeth will lie fully buccal to the 
mandibular teeth. If held within the 
mandibular arch, it will cause an over- 
expansion of that arch in which the man- 
dibular molars are placed buccal to the 
maxillary molars. Leaning habits exempli- 
fied by resting the face on the knuckle of 
one fist while the person is reading or 
otherwise being occupied have been re- 
ported to restrict the development of 
maxillary arch width, thus producing a 
cross-bite. 

When the path of eruption of the 
maxillary and mandibular first perma- 
nent molars is considered, it is easy to 
understand that if the rate of vertical 
eruption and buccal or lingual movement 
are not synchronized, a cross-bite can 
occur. The maxillary molar bud is di- 
rected distally and buccally and in erupt- 
ing must turn mesially and lingually. The 
mandibular molar bud is_ directed 
mesially and lingually and on erupting 
must turn distally and buccally. Any lack 
of synchronization of the entire process 
of eruption may cause a cross-bite. 

The cross-bite in the buccal region is 
serious in that if allowed to continue it 
will interfere with normal developmental 
processes and create a more serious prob- 
lem.* Buccal cross-bite of deciduous 
molars is not as serious as when it occurs 
in the permanent molars, because the de- 
ciduous teeth will be shed and the inter- 
val of time between their loss and the 
cuspal interlocking of the permanent bi- 
cuspids permits some recovery. 
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Cross-bites of the permanent molars 
will not correct themselves, and must be 
attended to as soon as discovered. It is 
not recommended that the general prac- 
titioner undertake the correction of ex- 
tensive cross-bite conditions, but he can 
render a great service by correcting the 
simpler and more common conditions 
which involve only the first permanent 
molars. 

Molar teeth, because of their bulk, 
are not adaptable to correction by the in- 
clined bite plane. A bite plane of proper 
inclination would require excessive open- 
ing of the mouth and would not be 
tolerated by the patient. 

When it can be determined that only 
one of the two teeth involved in the cross- 
bite is out of normal position, that tooth 
can be moved into correct alignment by 
the use of an acrylic plate and the finger 
spring. The construction and use of the 
finger spring will be discussed along with 
the Hawley retainer. 

When both molar teeth are at fault, 
as is usually the case, the use of a rubber 
band stretched between those teeth is 
adequate for full correction® (Fig. 18). 
The steps in using the rubber band are 
as follows: 

1. Bands are fitted to the crowns of 
the molar teeth involved. 

2. Hooks pointing gingivally and 
made of gold or steel, depending on the 
band material, are attached to the buccal 
surface of the buccal tooth and lingual 
surface of the lingual tooth. 

3. A rubber band, small enough to 
maintain tension when the jaws are closed 
or at rest, is stretched between the two 
hooks (Fig. 18). 

The rubber bands are worn 24 hours 
per day and replaced each 24 hours. The 
patient is given a supply to last between 
visits and instructed to keep a few extras 


8. Salzmann, J. A. Principles of 9950 eae. ed. 2. 
Philadelphia, J. B. Lippincott Co., . 540. 

9. Strang, R. H. W. Text-book of orhodontia, ed. 
3. Philadelphia, Lea and Febiger, 1950, p. 59! 
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on his person for replacements if breakage 
occurs. The patient should be seen at 
intervals of three weeks, and the full cor- 
rection may take as long as two or three 
months. The cross-bite must be overcor- 
rected, that is, carried to a cusp-to-cusp 
relationship in the opposite direction. It 
is then allowed to settle into its final posi- 
tion; the bands then are removed (Fig. 
18). 


PALATAL CRIB 
FOR CORRECTION OF ORAL HABITS 


Oral Habits + Oral habits constitute a 
major portion of the various tics and 
mannerisms to which the child is subject. 
The most common oral habits are: (1) 
thumbsucking and finger-sucking, (2) 
nailbiting, (3) lip-biting, (4) lip and 
tongue-sucking and (5) tongue-thrusting. 
Many habits are merely tension-relieving 
mechanisms. 

Some of these habits, such as thumb- 
sucking, have been shown to be damaging 


to the developing, mixed or permanent 
dentitions, whereas others, such as nail- 
biting, are not so damaging.’ 


Correction of Thumbsucking + The ef- 
fects of thumbsucking may be disastrous 
to the occlusion of the child over six years 
of age. Therefore, interception must often 
be practiced when a better method of re- 
moving the cause for thumbsucking is 
impossible or impractical.'® Correction of 
thumbsucking is almost always indicated 
during the mixed dentitional period (6 
to 12 years). If damage is apparent in 
the deciduous dentition, individual judg- 
ment must decide whether the damage is 
transitory and may be ignored or might 
be permanent and should therefore be 
prevented.'® Use of the appliance in chil- 
dren under three years of age is very 
rarely indicated. 

Treatment of the habit must be accom- 
panied by a sympathetic approach to the 
child’s problem. This is much more ef- 
fective than nagging or scolding, which 
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serves only to fix the habit with an under- 
lying sense of guilt. Specific treatment is, 
of course, an individual problem. To 
motivate properly the child to want help 
in correcting the habit requires ingenuity, 
wisdom, sympathy and understanding of 
the fundamental factors involved in the 
causation of thumbsucking. Thumbsuck- 
ing cannot be corrected by any one given 
formula. Some children respond quickly 
to simple means of correction, whereas 
with others the task proves discouraging. 
The problem must be attacked by bring- 
ing it out of the realm of the subconscious 
into the conscious. Most important, full 
cooperation of the child must be won. A 
noncooperative, resentful child can easily 
overcome the barriers of the most bitter 
substances and painful thumbguards. A 
thorough understanding of the problem 
and appreciation of the psychologic 
implications involved in thumbsucking 
are therefore essential to the successful 
management of the thumbsucker and 
treatment of thumbsucking. 


Purpose and Action of Palatal Crib + 
The purpose of the palatal crib is two- 
fold: first, to remind the child and make 
him aware that he is sucking his thumb 
and second, to prevent the formation of 
the vacuum essential to the act of suck- 
ing. 

A constant but nonpunitive reminder 
will soon bring the habit from the level 
of the subconscious to his conscious at- 
tention. The palatal crib acts by prevent- 
ing the formation of a vacuum by the 
tongue when the finger is sucked (Fig. 
19). The success of the appliance lies in 
the fact that suction becomes impossible 
and only air is drawn into the mouth. 
The act, therefore, becomes futile and is 
soon discontinued. 


10. Massler, Maury, and Wood, A. W. S. Thumb- 
sucking. J. Den. Children 16:1! Ist Quart. 1949. 

Il. Pearson, G. H. J. Psychology of finger-suckin ‘ 
tongue-sucking, and other oral “habits.” Am. 3: 
Orthodont. 34:589 July 1948. 
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Fig. 19 © Palatal crib for thumbsucking rests 
passively on tissue with several arched cross wires 
connecting two tissue-borne palatal wires. Crib 
prevents thumb-palate contact, is nonpunitive, 
and reduces habit satisfaction through preventing 
suction 


Construction of Palatal Crib * Two 
pieces of 0.045 inch gold wire, each 2 
inches in length; 22 inches of 0.045 inch 
gold wire; gold solder and soldering 
equipment; band material (gold) for pos- 
terior teeth; band forming pliers; im- 
pression tray; compound and investment 
are the materials needed. 

1. Bands are placed on the upper 
second deciduous molars or first perma- 
nent molars, if the latter are fully erupted 
into the oral cavity. 

2. The bands are placed back on the 
respective teeth, and an impression is 
taken of the whole arch in compound or 
alginate material. 

3. The impression is removed. The 
bands usually remain embedded in a 
compound impression, but may slip out 
of an alginate impression. If so, they 
should be replaced accurately into the 
impression. 

4. A small layer of pink wax is melted 
onto the inner aspect of only the palatal 
half of the band. This will facilitate the 
soldering of the wire to the band, since 
the space between the investment and the 
band insulates and holds the heat instead 
of dissipating it through the investment. 

5. Soldering investment is poured into 
the impression. 

6. The impression material is _re- 
moved, and the wax on the inner aspect 
of the band is eliminated carefully with 
boiling water. Care must be taken that all 
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the traces of wax are removed, since wax 
will interfere with the soldering opera- 
tion. 

7. One piece of 0.045 wire is adapted 
from one band to the other following the 
palate anteriorly as in Figure 19. The 
adaptation is begun from the center of 
the wire at the midline of the palate and 
proceeds laterally. 

8. The ends of the wire are bent to 
make good contact with the band surface 
for at least 2 mm. up the palatal surface 
of the band. 

9. The other piece of 0.045 wire is 
bent in a similar way, but this wire is 
adapted to the palate about 4 to 5 mm. 
posterior to the first one in the midline, 
as in Figure 19. Both wires should be 
tissue-borne. The ends of both wires are 
soldered to the band. 

10. Four pieces approximately 6 to 8 
mm. long are cut from the piece of 0.045 
inch wire. Each piece is bent into a slight 
curve. Each small piece is fit across the 
two palatal wires with the curvature 
away from the palate by about %¢ inch. 

11. Each piece of wire is soldered to 
the palatal wires, with each piece spaced 
as shown in Figure 19. 

12. The crib is removed from the in- 
vestment cast. The tags are cut from the 
bands and the bands are filed smooth. 
The crib is pickled in acid; the appliance 
is cleaned and polished. The appliance 
may be heat-treated, if necessary. 


Precautions * The palatal crib should not 
be active. It should rest passively on the 
palate and against the bands to avoid any 
movement of the banded teeth. The 
palate should bear the entire brunt of the 
force exerted by the digit which is being 
sucked, If the child sucks his thumb 
vigorously and the palatal wires become 
embedded too deeply into the soft tissue, 
a plastic base may be added to the palatal 
surface of the crib. 


Tongue-Thrusting + The origin of the 
tongue-thrusting habit is often obscure. 
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In some instances, it may result from a 
previously existing anterior open bite. In 
others, the habit may itself cause a typical 
anterior open bite with protrusion of the 
upper incisors. Some authors’ relate a 
painful tonsillitis or pharyngitis as the 
origin of a tongue-thrusting habit, espe- 
cially if the abnormal tongue-thrust oc- 
curs only during swallowing. 

Various types of tongue-thrusting may 
be encountered. The three most common 
types of tongue-thrusting occur in (1) 
lisping, (2) abnormal swallowing and 
(3) resting with tongue protruded. 

Habitual thrusting of the tongue be- 
tween the anterior teeth may occur in 
certain speech defects characterized by 
lisping. More frequently, the thrusting of 
the tongue into the space between the 
anterior teeth may occur during swallow- 
ing. Since swallowing may take place as 
much as 150 times per hour and often 
with great vigor, it becomes obvious that 
early interception of such a habit is neces- 
sary to prevent the development of a 
severe anterior open bite with protrusion 
of the incisor teeth.’ 

Passive thrusting of the tongue between 
the anterior teeth may occur when the 
mandible is brought into normal rest po- 
sition. Children often sit for hours looking 
at movies or comics with the tongue 
partially protruded from the mouth. Such 
a habit may or may not interfere with the 
eruption and correct occlusion of the an- 
terior teeth. The effects vary from person 
to person and from age to age. The habit 
is most injurious to the newly erupting 
incisors of the child between the ages of 
six and eight years. 

The palatal crib described for the cor- 
rection of thumbsucking is easily modified 
to correct an abnormal tongue-thrust. 
The crib portion of the appliance is 
merely turned at a 90 degree angle in 
relation to the palate, as in Figure 20. 
This vertical crib acts as a guard to catch 
and hold the tip of the tongue and to 
prevent its protrusion between the an- 
terior teeth. 
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If the thrusting is performed with 
vigor, it may be necessary to use two 
molars on each side for anchorage. This 
will tend to prevent movement of the 
banded molars by the tongue. 

The appliance should be permitted to 
remain as long as the anterior open bite is 
present. If the normal labial muscular 
action is insufficient to mold the upper 
anterior teeth to correct position and thus 
to close the space, the patient should be 
referred to the orthodontist. 


HAWLEY RETAINER 


The Hawley retainer is a device which 
has many applications. It is used by the 
orthodontist to maintain the position of 
teeth which have been moved." It is also 
used for the following purposes: (1) as a 
base for finger springs to make minor 
tooth movements, (2) to increase the 
vertical height of the natural denture and 
(3) to retract labially flared and spaced 
anterior teeth. The last purpose, the use 
of the Hawley retainer to retract teeth, 


12. Braver, J. C., and others. Dentistry for children, 
ed. 3. Philadelphia, Blakiston Co., 1952, p. 150-152. 


13. Strang, R. H. W. Text-book of orthodontie, ed 
3. Philadelphia, Lea & Febiger, 1950, p. 701, 702, 782-787. 


Fig. 20 * Turning palatal crib 90 degrees pro- 
vides basket to catch thrusting tongue thereby 
removing forces from anterior teeth 
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Fig. 21 © Labial wire for Hawley retainer is 


contoured to rest on labial and buccal surfaces 
of teeth from molar to molar 


Fig. 22 © Bend is placed in labial wire distal to 
central incisors as set-back since lateral incisors 
are slightly lingual to central incisors 


Fig. 23 * Labial wire is contoured to a gentle 
loop gingivally, then passes through cuspid- 
bicuspid embrasure where it becomes embedded 
in acrylic resin 


Fig. 24 © Palatal portion of Hawley retainer is 
divided into sections to facilitate forming of 
acrylic resin to an even thickness 


342 © THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


is restricted to Class I malocclusions of 
the teeth. Procumbent incisors are com- 
mon with other classes of malocclusions 
and are manifestations of more serious 
disturbances in the posterior portions of 
the denture. In these instances no amount 
of anterior retraction can be completely 
successful or permanent without compen- 
sating adjustments of the posterior teeth. 

The Hawley retainer consists of two 
and possibly three parts. These are (1) 
the labial wire, (2) the palatal part and 
(3) the bite plane when necessary. The 
labial wire lies horizontally across the 
anterior teeth and in the cuspid regions 
is bent to form an open loop which ends 
by passing through the interproximal 
area between the cuspid and first bicuspid 
teeth to be buried in the acrylic resin of 
the palatal part. The suggested material 
for the labial wire is 0.026 inch round 
stainless steel wire. 


Construction * In making the labial wire, 
the following procedure is used: 


1. A length of 0.026 stainless steel 
wire is cut. This will extend around the 
labial and buccal surface of the natural 
denture from the distal surface of one 
permanent molar to the other (Fig. 21). 

2. An arch which closely resembles the 
curvature of the anterior part of the 
natural denture is formed. 

3. Between the lateral and central in- 
cisors, slight set-back bends are made so 
that the wire will lie flat on the lateral 
as well as on the central incisors (Fig. 
22). 

4. A cuspid eminence bend should 
begin distal to the lateral incisors. This 
bend should extend to the middle of the 
labial surface of the cuspid tooth. 

5. At that point the wire should be 
bent abruptly in a gingival direction to 
form an open loop about % inch long 
which ends at the cuspid-first bicuspid 
interproximal area (Fig. 23). 

6. The wire should be bent to pass 
through this interproximal area onto and 
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in close proximity with the palatal tissues. 
It should curve gently distally and 
palatally to end in a sharp bend for se- 
curity (Fig. 23). 

In constructing the palatal part of the 
retainer, the acrylic resin used is self- 
curing. The procedure for construction 
follows: 


1. With the use of a camel’s hair 
brush, the lingual surface of the model 
including the teeth is painted with a uni- 
form coating of separating film. 

2. The labial wire is placed in position 
and fixed with sticky wax against the 
labial surface of the anterior teeth. 

3. The surface of the model is divided, 
mentally, into four areas as shown in Fig- 
ure 24. 

4. Starting with area | or 3, the model 
is held so that the area is nearly horizon- 
tal. A layer of self-curing acrylic powder 
to the depth of 4 to 5 mm. is poured onto 
the area selected (Fig. 25). 

5. With a dropper, the liquid mono- 


mer is applied to the dry powder until it 
becomes completely saturated (Fig. 26). 
6. The ends of the labial wire are 


lifted with an instrument and moved 
slightly to permit the acrylic resin to flow 
beneath them. 

7. The surface of the acrylic resin can 
be flattened and smoothed by vibration. 
This is done by tapping the model with 
the tip of the finger. 

8. If any part of the model under- 
neath the acrylic resin shows through dis- 
tinctly, the coating is too thin, and more 
powder and liquid should be added to 
these spots. 

9. Steps 4 through 8 are repeated for 
the other areas of the model. Care must 
be taken to maintain the same thickness. 

The flat bite plane is used to create 
either a temperary or permanent increase 
in the vertical dimension of the jaws. 
When used as a temporary measure it 
facilitates other orthodontic procedures, 
such as the correction of severe cross- 
bites, or the unlocking of a distally 
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Fig. 25 © Layer of self-curing polymer is added 
io a thickness of 4 to 5 mm. Plastic spray bottle 
is used as convenient method of applying acrylic 
powder 


Fig. 26 * Liquid acrylic monomer is added to 
powder in droplet form until powder is saturated. 
At the same time, model is tapped with finger to 
allow for escape of trapped air 


Fig. 27 * Palate is modified by adding sufficient 
material on lingual surfaces of teeth to form 
raised flat bite plane. Lower anterior teeth oc- 
clude with flat plane thereby opening bite pos- 
teriorly 
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thrusted mandible.’ As a means to 
induce a permanent increase in the ver- 
tical dimension of the jaws it holds some 
teeth apart, while others are allowed to 
continue eruption and establish the new 
dimension. 

Deep overbites, common in any class 
of malocclusion, retard normal develop- 
ment either by crushing the mandibular 
arch form lingually or by causing an ex- 
cessive flaring and spacing of the maxil- 
lary anterior teeth. Opening the bite 
vertically will (1) unlock the mandibular 
teeth and allow their normal forward 
development and (2) permit the retrusion 
of the maxillary anterior teeth, since their 
labiolingual thickness is much less at the 
incisal edges than at the gingival. 

The bite plane is constructed at the 
same time as the palatal portion of the 
retainer by returning to area 2. With the 
use of the same method of application, a 
flat section is built up which extends pos- 
teriorly far enough to engage the lower 


Fig. 28 © Protrusive teeth with deep overbite. 


Lower anterior teeth occlude on cingulum of 
upper anterior teeth or on gingivae. 
bite is closed 


Posterior 


Fig. 29 * Application of acrylic bite plane opens 
posterior bite allowing molars and bicuspids to 
erupt, thereby freeing anterior teeth 
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anterior teeth in their most retruded posi- 
tion (Fig. 27). 

The plane is built up to the level of the 
incisal edges of the anterior teeth and 
when finished is reduced in height to 
make the required opening. 

After the acrylic resin has been allowed 
to set for 20 minutes, the retainer and 
bite plane is removed from the model, 
trimmed with a vulcanite bur and fitted. 
When ready, it is polished as usual and 
placed. 


Use of Hawley Retainer * The Hawley 
retainer is used to retract anterior teeth 
in which a deep overbite is not present. 
The Hawley retainer without a bite plane 
is placed and after allowing two or three 
weeks for the patient to become accus- 
tomed to it, a few millimeters of the 
acrylic resin lingual to the incisor teeth 
is removed and the loops of the labial 
wire are compressed a bit forcing the 
labial wire to press upon those teeth.’ '° 

The process of removing acrylic resin 
and compressing the loops is repeated at 
three week intervals until the teeth are 
fully retracted. 

The acrylic resin lingual to the teeth 
must be removed on a slant which is 
parallel to the lingual surfaces of those 
teeth. 

The Hawley retainer also is used to 
retract anterior teeth in which a deep 
overbite is present (Fig. 28). In this in- 
stance the incisal tips of the lower an- 
terior teeth engage the gingival tissue 
lingual to the cingulum on the maxillary 
teeth. These teeth cannot be retracted 
as long as the lower teeth are in the way. 
The vertical dimension must be increased 
first, before the retraction of teeth. 

The bite plane is added and adjusted 


14. Callaway, G. S. Use of bite plates. 
Orthodont. & Oral Surg. 26:120 Feb. 1940 

15. Salzmann, J. A. Principles of orthodontics, ed. 
2. Philadelphia, J. B. Lippincott Co., 1950, p. 807-813. 

16. Hemley, Samuel. Bite plates, their application 


and action. Am. J. Orthodont. & Oral Surg. 24:721 
Aug. 1938. 
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to increase the vertical dimension in the 
posterior region by 2 mm. (Fig. 29). 
After the posterior teeth have erupted 
into contact the platform is increased by 
adding acrylic resin to the bite plane 
which will again increase the vertical 
dimension in the posterior region by that 
amount (Fig. 30). This process is re- 
peated until the desired height is reached, 
after which the teeth are retracted by 
stages to the final position (Fig. 31-33). 
The Hawley device then becomes a re- 
tainer with a bite plane and is left in 
place until a new balance between the 
component parts of the masticatory ap- 
paratus is established.?® 

The Hawley retainer is also used as a 
base for finger springs (Fig. 34). In addi- 
dition to the movements of teeth already 
mentioned, there are occasions when it is 
desirable to make minor adjustments in 
the mesiodistal or buccolingual position 
of teeth. These movements, however, 
must be restricted to those instances in 
which there is room to move the tooth, 
and in which its tipping while moving is 
permissible. 

The force to move the teeth is obtained 
by means of the finger spring, which is a 
flexible cantilever spring formed to exert 
force in a manner similar to the human 
finger.’’ The springs are made of stain- 
less steel wire in varying sizes from 0.012 
to 0.026 inch. Each spring must be 
flexible and strong enough to support it- 
self against dislodgment during mastica- 
tion. Thus a short spring must be thinner 
to have flexibility, and the long spring 
thicker to have support strength. 

Finger springs may be added to the 
Hawley retainer either in its making or 
after it is finished. However, since it is 
desired that the spring be movable over 
the surface of the acrylic resin, it is best 
to add them after the palatal part of the 
retainer has been completely finished. 

After the design of the spring and size 
of wire has been determined, the end 
of the spring to be attached to the base is 
curved into a circle with the pliers. Close 
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Fig. 30 * Acrylic resin is added step by step 
until desired opening is achieved 


VA 
acrylic 
removed 


Fig. 31 © Acrylic material which is lingual to 
upper anterior teeth is relieved to allow arch 
wire to retract anterior teeth 


to the circled end, a step bend is placed 
in the wire which permits the main length 
of the spring to lie on the surface of the 
acrylic resin while the looped end is 
buried. 

With a bur the acrylic resin is dug out 
to accommodate the loop and the wire up 
to the step bend. The free end of the 
spring is attached to the teeth with the 
sticky wax and the ground out part re- 
filled with acrylic resin. 

The fastened spring can be adjusted 
with the pliers to exert a gentle force 
against the tooth to be moved. 

The labial wire of the Hawley retainer 
serves as a guide during the mesiodistal 
movement of anterior teeth, and prevents 
their rotation. 

Care must be exercised that all acrylic 
resin between the proximal surfaces of the 
teeth being moved is removed. 


17. McCoy, J. D. Applied orthodontics, 


ed. 6. 
Philadelphia, Lea & Febiger, 1946, p. 323-327. 
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Fig. 32 * Wire loop is closed so that when 
appliance is inserted into mouth, arch wire pro- 
vides spring tension on anterior teeth for re- 
traction 


Fig. 33 * Corrected occlusion after first in- 
creasing vertical dimension and then retracting 
anterior teeth in successive stages of removal 
of acrylic resin and spring tension adjustment 


Fig. 34 * Addition of finger springs to Hawley 
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tension must be within limits of periodontal mem- 


brane to respond 


SUMMARY 


The orthodontist and pedodontist are 


often asked to treat child patients for 
problems in occlusion which are quite 
minor at the time but if left uncorrected 
would continue to fully developed mal- 
occlusions. Such treatments are not in- 
volved in their management and are 
rather easily corrected using simple tech- 
nical skills. The basis for judgment on 
the part of the practitioner rests in his 
thorough knowledge of the growth proc- 
esses. If the general practitioner has 


this knowledge and understands the 
mechanisms which cause malocclusions, 
the correction of minor malocclusions is 
neither costly nor time consuming. 

Prevention begins with space mainte- 
nance when a tooth is lost prematurely. 
Prevention involves interference with a 
detrimental force such as thumbsucking 
when that force is acting to mold incor- 
rectly a developing dentition. Last, pre- 
vention is still corrective when one or two 
malaligned teeth may be correctly posi- 
tioned early to insure the proper develop- 
ment of occlusion. 
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Phonetics in denture construction 


Howard E. Kessler, D.D.S., Cleveland 


The phonetic aspect of denture construc- 
tion is of utmost importance; yet it is 
not always given the detailed attention 
that is usually given to appearance and 
fit. Speech has always been the most im- 
portant medium for the communication 
of ideas and, down through the centuries, 
has been one of the chief forces behind 
human progress. The mouth is the in- 
strument for speech, and the dentist is 
the specialist of the mouth. That den- 
tistry, and all its specialties, plays a lead- 
ing role both in maintaining normal 
speech and in helping to correct certain 
speech defects has been established 
previously.? 

In recent years it has been asserted 
that the human voice has become a slave 
to mechanization. Many television and 
motion picture actors and actresses have 
become so used to working with the 
microphone that they are afraid to take 
part in a stage presentation because they 
will then be forced to use and project 
their “naked” voices without mechanical 
help from the microphone. 

The modern sound engineer can work 
wonders with the human voice. While 
sitting at his control board, he can create 
a strong, colorful, powerful voice out of 
a thin, drab, weak voice. Whereas the 
microphone can change the quality of the 
voice and make it possible for weak or 
poor voices to “get by,” by the same 
token it intensifies the types of speech 
defects’ that can be associated with the 
wearing of dentures. Thus the present- 


day widespread use of the microphone 
makes the role of the dentist even more 
important. 

The majority of denture wearers do 
not have any trouble with their speaking 
procedures. Of this enormous number of 
satisfied denture wearers, a certain per- 
centage have dentures which are phoneti- 
cally correct for them and the remaining 
percentage of the total have been able to 
compensate with their tongues or lips 
for the phonetic shortcomings of their 
dentures. Of this second group of pa- 
tients, the majority compensate almost 
automatically because of the amazingly 
high degree of adaptive behavior of the 
human tongue. 


USE OF TAPE RECORDER 


A tape recorder is an important part of 
the prosthodontist’s equipment. A high 
frequency model with a mileage-type in- 
dex counter is preferred, so that when 
the voices of many denture patients are 
recorded on one large tape, the dentist is 
able to note their index numbers and 
know exactly where a patient’s recording 
begins and ends. It is easy then to look 
on the patient’s file card for the number 
of the patient’s before-extraction record- 


Dentofacial speech consultant, Cleveland school sys- 
tem of the Cleveland Board of Education: member, 
board of trustees, Cleveland hearing and speech center 
of Western Reserve University, and lecturer, School of 
Dentistry, Western Reserve University. 
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ing (if one was secured at that time), 
his wax try-in recording, his practice re- 
cordings and final recording. Since the 
index counter has taken guesswork out 
of the tape selection, the dentist can now 
play back any of these recordings imme- 
diately without the patient’s having to 
hear other patients’ voices whose record- 
ings are adjacent on the tape. A compact 
single knob control model is simple for 
the dentist to use. A great number of 
patients can be recorded on a single 
1,200 foot roll of tape. The tape recorder 
is more accurate and more versatile than 
either the wire or the disk recorder, in 
the writer’s opinion. 

Silverman? states: 


It is now possible by the use of the speaking 
method to measure a patient’s vertical dimen- 
sion before the loss of the remaining natural 
teeth, and to record this in terms of milli- 
meters, and to reproduce this measurement in 
full dentures at a later date. 


This is a good procedure, but, in addi- 
tion to this, it is helpful to tape record 
the patient’s voice at this time. This pro- 
cedure is valuable because it gives the 
patient a little needed ear training and 
some understanding of where his tongue 
touches, while he still has his natural 
oral sensation. 

It is a known physiologic and psycho- 
logic fact that individuals do not hear 
their own voices as others hear them. 
When one has his voice played back 
to him, he usually says, “That doesn’t 
sound like me. That isn’t my voice, is 
it?” The only patients who do not react 
like this are those from the television 
and theatrical world who are used to 
hearing their voices played back to them. 
They too, however, need this procedure 
when they come to have dentures made. 
As far as the ordinary patient is con- 
cerned, to hear a recording of his voice 
shows him how he himself really sounds 
to other people, and usually will give 
him some knowledge on the subject, so 
that he will better understand the dentist 


348 © THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


when the subject of speech preduction 
is discussed after (and during) the den- 
ture construction. 


THE DENTURE AND SPEECH 


It used to be thought that the use of 
artificial rugae helped the patient to feel 
“natural” in speaking when he gets his 
new dentures. After experimentation, the 
author has changed his mind on this point. 
Some artificial rugae on acrylic resin 
upper dentures are a hindrance to tongue 
placement and also make the region too 
thick. The naturally contoured rugae now 
being used in the metal dentures, how- 
ever, seem to be all right, probably be- 
cause they are thinner and more ac- 
curate. 

If the upper denture is too thick in 
this region just lingual to the anterior 
teeth, phonetic difficulties can be caused. 
In English, a T or a D (they are the 
same except that the D is voiced) is 
produced with the tip of the tongue 
touching the region just posterior to the 
upper anterior teeth. Now, if the tongue 
should meet a foreign material without 
surface sensation about a fourth inch 
sooner (or a half inch, as was seen with 
one phonetically incorrect denture) than 
was the case before the denture was in- 
serted, this is bound to create some diffi- 
culty. 

Correct centric relation and vertical 
dimension are, of course, important for 
the patient’s speech. The vertical di- 
mension is particularly important be- 
cause it tends to control or regulate the 
amount of space in which the tongue has 
to work. If compensatory tongue move- 
ments are necessary for normal speech 
with a given denture, the compensation 
is made easier if the freeway space is ade- 
quate or more than adequate. If an error 
is made in the vertical dimension of a set 


_ 2. Silverman, Meyer M. Speaking method in measur- 
ing vertical dimension. J. Pros. Den. 3:193 March 1953. 
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of dentures, it is better, for good speech 
production, to err on the side of too 
much freeway space. 

Hearing loss seems to have a lot to do 
with the degree of adaptive ability to 
learn to speak well with dentures. Per- 
sons who have impaired hearing are 
sometimes never able to get rid of their 
newly acquired speech defect by compen- 
sating for their phonetically incorrect 
dentures. Age seems to have a lot to do 
with this problem also. Elderly patients 
often have a great deal of trouble com- 
pensating for their first set of dentures 
because their speaking patterns have 
been established for such a great length 
of time. 

A situation which sometimes arises is a 
speech defect from a denture in which 
the upper anterior teeth are set in a 
crooked, staggered fashion to make them 
look more natural. The teeth usually look 
nice and natural in these instances, but 
they will sometimes make the wearer lisp 
by altering the air-rushing space used for 
the production of sibilants. Many people 
with this problem can be helped by a 
speech therapist who will teach the pa- 
tient to compensate with tongue or lips 
for dimensional increase or change in 
aperture. Many patients, however, do 
not want to receive speech therapy, so 
the next best thing is for the dentist to 
remove the anterior teeth and set them in 
a straight, conventional manner. It is 
peculiar that some patients who lisp with 
their dentures did not have any speech 
defect before, even though their natural 
dentition was made up of teeth in the 
same crooked positions. 

Certain brands of acrylic resin are 
phonetically superior for dentures in some 
instances because the cingula can be 
blended better into the base material. 
Some porcelain anterior teeth have 
prominent cingula and, thereby, cause 
possible phonetic difficulties. The author 
is now engaged in a research project in- 
volving putting anterior teeth of many 
different brands of material, one after 
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another, in the mouths of many different 
patients and recording the patients’ 
voices each time on the tape. In this way, 
information can be obtained concerning 
exactly which materials are best pho- 
netically for various types of patients. 
Each tape recording must be played back 
to the investigator many times and in 
different reversed orders because it is 
often difficult to be completely objective 
in judging normal and defective speak- 
ing voices. Some, unfortunately, must be 
judged subjectively. 

The construction of a partial denture 
can sometimes take as much care, pho- 
netically, as the making of a full denture. 
Sometimes, a television actress will be 
upset at the loss of three or four upper 
teeth because her livelihood depends so 
heavily on normal, flexible speech and 
she is afraid of possible tongue inter- 
ference from an upper partial denture. 
Of course, some of these patients are best 
helped by the use of fixed bridgework. 
There are some instances, however, where 
removable bridgework for some reason 
or other is the treatment of choice. In 
some of these instances it is advisable to 
use the powdered plate method. 

An alginate upper impression is taken 
and a stone model is poured. A thin, 
dark vulcanite palate piece is made. If 
the dark vulcanite is not found easily, it 
is possible to simplify the procedure by 
using a burnished heavy foil palate piece. 
The dark vulcanite will show up better 
by contrast, but either can be used. 

This palate piece is covered with a 
talc and put in the patient’s mouth. The 
wearer is instructed to produce all the 
consonant sounds and later to read a pas- 
sage containing all the sounds in English. 
All tongue placements are evidenced by 
the rubbing off of powder. The palate 
piece is put back on the stone upper 
model and the design of the upper partial 
denture can be modified to circumvent 
all definite tongue placement areas. 

For such a reading test the following 
passage has been found adequate because 
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Mechanics of speech production 


it is supposed to contain all the sounds of 
the English language : 


ARTHUR THE RAT 


Once there was a young rat named Arthur 
who never could make up his mind. Whenever 
the other rats asked him if he would like to 
go out with them, he wouldn’t say yes or no 
either. He would always shirk making a choice. 

One rainy day there was a great noise in the 
loft where the rats lived. The beams were all 
rotten so that the barn was rather unsafe. At 
last one of the rafters gave way and fell to 
the ground. 

“This won't do,” said the Captain Rat. 
“T'll send out scouts to search for a new 
home.” 

At last the scouts came back and said they 
had found a house where there was room and 
board for them all. The rats all scampered to 
make ready to leave the old barn; but not 
Arthur. 

“You are coming, of course,” the Captain 
Rat asked Arthur. 

“I’m not sure,” said Arthur undaunted, 
“the roof may not come down yet.” So Arthur 


sat and watched the others hurry away. That 
night there was a great storm. Down came 
roof, beams, the whole barn. In the foggy 
morning some men came to see what damage 
had been done. When one of them moved a 
board, he found a young rat, quite dead, half 
in and half out of his hole. Thus the shirker 
got his due. 


This passage may be used for full den- 
ture recording also. 

Just about every dentist has used the 
word “Mississippi,” which is good. The 
following has often been used for a check 
on S and Z sounds: 


I rough out my thoughts in talk as an artist 
models in clay. Spoken language is so plastic— 
you can pat and coax, and spread and shave, 
and rub out, and fill up, and stick on so easily, 
when you work that soft material, that there 
is nothing like it for modeling. Out of it come 
the shapes which you turn into marble or 
bronze in your immortal books if you happen 
to write such. 


For a selection to drill T, D and N, 
the author uses Lincoln’s “Fourscore and 
seven...” as far as the sentence “It is 
altogether fitting and proper. . . .” 

Denture patients from the theater 
usually will have favorite passages of their 
own with which they are familiar and 
which they want to read. 

For instances in which the patient’s 
speech was defective before the denture 
was constructed, the dentist should make 
the denture as phonetically correct as 
possible; but such patients also need 
the professional assistance of a speech 
therapist. 


DENTURES AND LANGUAGE 
DIFFERENCES 


Patients who speak a language other than 
English have less trouble phonetically 
with their dentures, and there is a definite 
mechanical reason for this (see illustra- 
tion). 

In most languages N, L, T, D, S and 
Z are linguadentals (S and Z are sibi- 
lants). N is a nasal but as for actual 
tongue placement it is an alveololingual 


avn" 

at” 

‘ 
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or linguadental, depending on the 
language spoken, because it is articulated 
by contact of the tongue on the teeth or 
alveolar ridge. Patients who speak a 
language other than English usually let 
the tongue lie on the floor of the mouth 
with the tip behind the lower anterior 
teeth. They sound their dental consonants 
by lifting the mandible so that the blade 
of the tongue touches the upper teeth. 
The movement is much like biting. 

In the English language, however, the 
true linguadentals are the Th’s—sounds 
which do not occur at all in many 
languages. In English the N, L, T, D, S 
and Z sounds are more properly referred 
to as alveololinguals because they are 
articulated on the alveolar ridge near the 
point of the lingual surface of the upper 
anterior teeth. If a denture is made for a 
foreign language-speaking patient or an 
English-speaking patient who uses his 
foreign language-speaking pattern, the 
patient will not have too much difficulty 
with his biting type of tongue sound ac- 
tions because he is using the incisal edges 
of the upper anterior teeth mainly for his 
contact. It can be understood easily that, 
no matter how the upper denture is con- 
structed, these incisal edge positions can- 
not be too far from the natural dentition 
position. 

In contrast to this, the English-speak- 
ing patient has more use for the area just 
lingual to the upper anterior teeth for 
tongue touching. For obvious reasons, it 
is more difficult for the dentist to get this 
area contoured to the most natural de- 
gree for a patient. Also, the factor of 
material without surface sensation enters 
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into the picture. The contour of the 
upper denture is less important pho- 
netically for foreign language-speaking 
patients. 


DISCUSSION 


Since the city of Cleveland has a very 
large foreign-born population, the author 
has had a grand opportunity to make 
these observations. The statement can be 
made that in denture work care with 
phonetics is most important with patients 
who speak good English. 

In some isolated instances the dentist 
is fortunate enough to have a speech 
therapist’s cooperation while making a 
denture. In the majority of instances, 
however, the dentist is working alone. 
Consequently, the largest share of re- 
sponsibility for the denture wearer’s 
speaking voice rests on the dentist. 

The patient bears part of the responsi- 
bility for his own speech. Effort on the 
part of the patient in learning to use the 
dentures for speech is just as important 
and difficult as‘it is for mastication. If a 
patient requires two weeks to learn to 
masticate properly with his new dentures, 
he should allow a similar period for re- 
learning correct speaking procedures. 

The dentist can fulfill his responsibility 
for the speech of his denture patients by 
making all dentures as correct pho- 
netically as possible and by taking the 
time to give each patient as much educa- 
tion in phonetics as is needed for utiliz- 
ing his new dentures in normal, in- 
telligible speech. 

304 Park Building 


Science and the Citizen * There is no greater necessity in the world of today than a oy vl 
understanding by politicians and citizens of the motives and methods of science, and by the 
scientist of the inevitability of politics and the responsibilities of citizenship. Sir Robert Watson- 
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Topical application 


of stannous fluoride 


Joseph C. Muhler, D.D.S., Ph.D., Bloomington, Ind. 


During 1955, Indiana University received 
more than 2,500 requests from dentists 
throughout the United States for stan- 
nous fluoride to be used in their private 
practices for topical application. As a re- 
sult of these requests, and after many 
personal contacts with dentists who are 
desirous of using stannous fluoride, it was 
considered important to make available 
the technic, as well as the method of 
preparation of the stannous fluoride solu- 
tion, for use by the general practitioner. 
More basically, however, it is necessary 
for those who wish to use this fluoride to 
understand clearly how to prepare and 
apply the stannous fluoride solution, as 
has been determined from evidence ob- 
tained from human clinical studies, in 
order to obtain its maximum benefits, 
since its properties are so different from 
those of sodium fluoride. 

The use of stannous fluoride as an 
anticariogenic agent is based on clinical 
observations of children which indicated 
a superiority of the stannous salt over so- 
dium fluoride when topically applied.’* 
Similarly, stannous fluoride has been 
found to be superior to sodium fluoride 
for reducing powdered enamel solubility‘ 
and rat® and hamster* dental caries. Also, 
Slack’ has reported a reduction in the 
incidence of human dental caries in the 
mandibular first molar after the topical 
application of stannous fluoride. 


TECHNIC FOR PREPARATION OF 
STANNOUS FLUORIDE SOLUTIONS 


The clinical effectiveness of stannous 
fluoride depends on the prevention of 
oxidation of the stannous tin to the 
stannic state. This observation is based 
on the fact that stannic fluoride is not as 
effective in reducing dental caries in the 
rat as stannous fluoride,® and that freshly 
prepared solutions of stannous fluoride 
are more effective in reducing dental 
caries in the rat than aged solutions.® 


Associate professor, department of chemistry, In- 
diana University. 
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In order to assure that the solutions of 
stannous fluoride have a high percentage 
of the tin in the stannous form, the solu- 
tions must be prepared fresh and be used 
immediately. This is most conveniently 
done by having a pharmacist weigh 0.40 
Gm. of solid stannous fluoride into a 
Lilly no. 0 gelatin capsule. It is important 
to keep the filled capsules containing the 
solid stannous fluoride in a container 
which can be sealed tightly after the re- 
moval of individual capsules. Similarly, 
the solid sample of stannous fluoride 
should be sealed tightly to prevent air 
and moisture from entering the con- 
tainer, since this will aid in preventing 
oxidation of the surface crystal of stan- 
nous fluoride. 

Immediately before use, the contents of 
a single capsule are added to 10.0 ml. of 
distilled water and shaken briefly. After 
the contents have completely dissolved, 
the solution is applied immediately to the 
teeth. The 10 ml. of solution should be 
sufficient to treat the whole mouth of a 
single patient. If any remains, it should 
be discarded and not used again. Many 
dentists find it convenient to have a 25 
ml. graduated cylinder for measuring the 
distilled water and a 25 ml. polyethylene 
bottle in which to mix the solution. The 
solution is easily mixed by stirring it with 
the cotton-free end of the wooden cotton 
applicator which will subsequently be 
used to apply the solution to the teeth. 
No flavoring or coloring agent should be 
added to the stannous fluoride solution. 


TECHNIC FOR APPLICATION 
TO THE TEETH 


At the time of the initial visit, a thorough 
prophylaxis is performed. Special care 
must be taken to clean and_ polish 
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thoroughly with pumice each available 
tooth surface, since clinical evidence sug- 
gests that the effectiveness of the topical 
treatment is decreased if a prophylaxis 
does not precede the initial treatment.’® 
Toothbrushing, as a substitute for the 
prophylaxis, is not considered satisfactory. 

Immediately after the prophylaxis, the 
first treatment is applied. One quadrant 
of the mouth is isolated with cotton rolls. 
Both the lingual and the labial (or 
buccal) surfaces should be isolated with 
cotton rolls since it is necessary to keep 
the teeth absolutely dry during the treat- 
ment period. (Some dentists find it more 
convenient to use the Garmer clamp 
to hold the cotton rolls in place, thus 
making it possible to treat one half of 
the maxillary and mandibular arches at 
one time.) 

After the teeth are isolated, they are 
dried thoroughly with air, and the stan- 
nous fluoride solution is applied with a 
cotton applicator. The teeth are kept 
moist with the stannous fluoride solution 
throughout a four minute period by re- 
peatedly moistening the teeth with the 
fluoride solution. After the treatment of 
one quadrant, the remaining teeth are 
treated in exactly the same manner, and 
the patient is dismissed. 

The topical application is repeated for 
three additional treatments in the same 
manner, except that only the first is pre- 
ceded by prophylaxis. The four series of 
applications should be completed within 
a 10 to 14 day period. The four series 
of treatments can be started when the 
child is three years old. After the age of 
six, however, it might be well to repeat 
the treatments every two years. 


10. Jordan, W. A., 
numbers of topical 
J.A.D.A. 33:1385 Nov. 
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Reduction of radiation output 


of the standard dental x-ray machine 


utilizing copper for external filtration 


Seymour H. Yale,* D.D.S., and Leonard S. Goodman,} Ph.D., 


Chicago 


There is a growing awareness on the 
part of the practicing radiologist, the 
geneticist and the pathologist that the 
biological burden accompanying diag- 
nostic roentgenography may be much 
greater than is desirable.’ It has been ap- 
parent for some time that surface tissue 
erythema could be reduced with alumi- 
num filtration wherein the aluminum 
filter absorbs the softer roentgen rays. 
These very soft, low energy roentgen 
rays are disseminated only within the soft 
tissues of the face and do not contribute 
to the exposure of the film.” 

Although the possibility of using such 
external filtration has been common 
knowledge for many years, most dentists 
have failed to include such filters in their 
x-ray apparatus. The failure of the pro- 
fession to discipline itself has led public 
health authorities in various states to 
sponsor legislation which makes it legally 
incumbent on the dentist to use some 
minimum filtration.*:* 

Even these minimum standards pro- 
duce an effective roentgen ray field that 
is high for the typical dental roentgen ray 
operation (10 milliamperes, 65 kilovolt 
peak, using medium speed film at an 
average exposure of two seconds). A 
further maximum reduction of radiation 
should be the goal of every dentist, both 
from the standpoint of his personal health 


and of his feeling of responsibility and 
concern for the safety of his patients. 

Etter® pointed out in a recent article 
that significant progress could be made 
in this direction if fast roentgenographic 
film, aluminum filters, and a high speed 
electronic timer were used. His work was 
carried out using a 60 through 100 kilo- 
volt peak roentgen ray source. 


INVESTIGATION 


The present paper reports on a method 
of accomplishing the same end with the 
standard 10 milliampere, 65  kilovolt 
peak dental x-ray machine using copper 
filtration, fast film and the mechanical 
timer now employed in most dental 
offices. The dentist needs to make only 
minor changes in his technic of exposure 
and development; his equipment is aug- 
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mented by the addition of the proper 
filter. The resulting roentgenograms ex- 
hibit the “long gray scale” type of con- 
trast. Such roentgenograms have an 
improved diagnostic value and are com- 
parable to those produced with the new 
90 kilovolt peak machine. At the same 
time, the effective roentgen ray exposure 
to the patient is reduced by 90 to 97 per 
cent. 

High speed film, when used for radia- 
tion dosimetry, has a range with an 
upper limit of about 0.6 r. This means 
that 0.6 r exposure blackens the film to a 
point at which a minimal amount of light 
passes through it. To reach a range well 
below the “blackening” level, the radia- 
tion reaching the film can be reduced 
either by shortening the exposure or by 
attenuating the beam with filters. The 
resultant exposure of the film then falls 
within a range of the film density limits 
and a diagnostic roentgenogram can be 
taken with roentgen ray exposure smaller 
than 0.6 r. 

It is advantageous to attenuate selec- 
tively the low energy quanta in the roent- 
gen ray beam by using proper filtering 
material. The selective filtration acts to 
harden the beam, and allows utilization 
of only the higher energies of the beam 
to expose the film. It is this beam of high 
average energy quanta which produces a 
roentgenogram with a “long gray scale” 
contrast range and effectively increases 
the image detail. In comparison, the high 
contrast black and white roentgenogram 
is produced mainly by the low energy 
roentgen rays. The absorption factor for 
these low energy quanta differs noticeably 
in soft tissues and in calcified structures. 

In the laboratory, this concept may be 
demonstrated by using a monoergic roent- 
gen ray source; that is, one producing 
roentgen rays of only one energy. For the 
monoergic 25 kilovolt roentgen rays, the 
mass absorption coefficient for carbon is 
0.315 sq. cm. per gram; for calcium it is 
6.6 sq. cm. per gram. At this energy level, 
a crisp, short contrast scale, black and 
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white image is produced. The monoergic 
47 kilovolt roentgen rays, with mass co- 
efficients of absorption for carbon and 
calcium 0.185 sq. cm. per gram and 
1.10 sq. cm. per gram, respectively, create 
an image with a longer scale of gray. 
Although the teeth will not stand out in 
harsh contrast to the soft tissues at the 
47 kilovolt level, incipient changes in the 
calcium-containing structures become 
more apparent. At the same time, the 
common tendency to “burn out” the 
image is eliminated so that resorptive 
changes occurring interdentally and peri- 
apically are more readily recognizable. 
In practice, the monoergic 25 kilovolt 
roentgen rays may be compared to the 
65 kilovolt peak, unfiltered roentgen ray 
source. The monoergic 47 kilovolt roent- 
gen ray is comparable to the copper 
filtered 65 kilovolt peak machine or to 
the aluminum filtered 90 kilovolt peak 
machine. 


MATERIALS 


The following materials were used in the 
study: 


1. Standard 65 kilovolt peak, 10 milli- 
ampere dental x-ray machine (with 0.5 
mm. inherent aluminum equivalent filtra- 
tion). 


* 2. Ninety kilovolt peak, 15  milli- 
ampere dental x-ray machine (with 1.5 
mm. inherent aluminum equivalent filtra- 
tion). 


3. Condenser -r meter (Victoreen) 
with 25 r chamber. 


4. Ultra-speed dental x-ray film (Ko- 
dak). 


5. Aluminum step wedge penetrome- 
ter (1 mm. steps). 


6. Filters (for external filtration). 
a. Aluminum (0.5 mm. and 1.0 


mm.) 
b. Copper (0.125, 0.250, 0.375, 
6.5, 0.750 and 1.0 mm.) 
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Table * Level of effective radiation in air at 8 inch 
target-film distance, using 10 milliampere and 65 kilo- 
volt peok 


Filter 


Dose 
Copper Aluminum (r per second) 
0 3.6 
0.125 0 59 
0.250 0 25 
0.375 0 ‘12 
0.500 0 ‘083 
*0.750 0 035 
0 015 
0 0.5 24 
0 1.0 1.7 
0 1.5 1.3 
0.125 38 
0.25 1.5 18 
0.375 
METHOD 


A series of readings were taken with the 
Victoreen meter; the filters listed in the 
accompanying table were used. Exposures 
up to 20 seconds were used so as to ac- 
cumulate sufficient ionization within the 
chamber and to allow accurate determi- 
nations of the dose rate. Data in the 
table indicate that when the dentist uses 
this machine in an unfiltered condition, 
at a two second exposure, the patient re- 
ceives in excess of 7.0 r per exposure. 

This excessive dose exists for two 
reasons: first, a large fraction of the un, 
filtered beam is made up of low energy 
radiation which is disseminated into the 
soft tissues of the face and does not con- 
tribute to the exposure of the film; and 
second, the medium speed film most 
commonly used in dental roentgenog- 
raphy requires relatively greater increase 
in exposure time. The use of copper fil- 
tration selectively attenuates the undesir- 
able soft radiation in the beam and 
simultaneously reduces the total effective 
radiation at the film. This in turn per- 
mits the use of ultra-speed film without 
changing the time of exposure. 

From the table it can be noted that the 
first 0.125 mm. of copper attenuates the 
beam by about 83 per cent. This makes it 
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possible to calculate that the unfiltered 
beam is absorbed by copper to the same 
degree as a monoergic 25 kilovolt roent- 
gen ray. After the beam has passed 
through 0.250 mm. copper, it behaves 
like a monoergic 34 kilovolt roentgen ray. 
Finally, when a filter of 0.375 mm. of 
copper is used, the beam assumes the 
characteristics of a 47 kilovolt roentgen 
ray. Increasing the copper filtration be- 
yond this thickness does not further 
harden the beam appreciably. It must 
be remembered that in the process of 
absorbing roentgen rays, copper, in turn, 
emits its characteristic K radiation, a 9 
kilovolt ray. The elimination of these soft 
rays can be accomplished by adding 0.5 
mm. aluminum after the copper. The 
addition of the aluminum, however, does 
not change the characteristic of the cop- 
per filtered rays. 

When the 65 kilovolt peak roentgen 
ray beam, filtered with 0.375 mm. of 
copper and 0.5 mm. of aluminum, was 
used clinically, the resulting roentgeno- 
grams exhibited the “long gray scale” con- 
trast diagnostically desirable. The effec- 
tive tissue dose for the two second ex- 
posure required was 0.24 r (as compared 
with the unfiltered dose of 7.2 r). To 
confirm the quality of the filtered roent- 
gen ray beam, roentgenograms of an 
aluminum penetrometer were made on 
ultra-speed film. These roentgenograms 
were comparable to images similarly re- 
corded with a 90 kilovolt peak source. 


SUMMARY AND CONCLUSIONS 


Since it was recognized that there is a 
need for a reorientation in the dentist’s 
present thinking toward radiation protec- 
tion, a practical research problem was 
initiated. 

A standard dental x-ray machine, 
operating at 10 milliampere, 65 kilovolt 
peak, at a two second exposure with 
ultra-speed film produced 0.24 r in air 
when externally filtered with 0.375 mm. 
copper and 0.5 mm. aluminum. This was 
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an approximate reduction to 1/30th of 
the unfiltered dose in air (7.2 r). These 
values are for a specific machine and may 
require minor alterations with respect to 
brand or individual machine variations. 

Diagnostically superior roentgeno- 
grams, of a quality comparable to that 
produced by a 15 milliampere, 90 kilovolt 
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peak dental x-ray machine, were achieved 
when copper-aluminum filtration was 


used. 


The authors wish to thank R. S. Landawer, Jr. Part 
Forest, Ill., and Mr. J. 0. Hauptfuehrer and technica! 
staff in the department of radiology, University of 
IWinois College of Dentistry, for their technice! 
assistance. 


Impressions for indirect inlays 


Clifford M. Sturdevant, D.D.S., Chapel Hill, N. C. 


The recent improvement in the indirect 
method for making gold inlays is based 
on the proper use of either one of two 
elastic impression materials—reversible 
hydrocolloid and the newly introduced 
mercaptan rubber. 

The use of the reversible hydrocolloid 
material for indirect inlays has been ad- 
vocateu by Sears,':*? Thompson,® Buch- 
mann,* Phillips,® Bignell,® Kimball,’ 
Mann,*® Lindley,® Inskipp,’° Knapp,” 
Kendrick” and others. The newly in- 
troduced rubber impression material is 
as good as, and in some respects superior 
to, the reversible hydrocolloid. This new 
material comes in paste form, in two 
tubes, one of base material and one of 
accelerator. Equal lengths of these two 
are spatulated together to form a material 
which converts to a tough, resilient rub- 
ber in a few minutes. 

Both the reversible hydrocolloid and 
the rubber are elastic; no other dental 
impression materials are elastic except 
the alginates (irreversible hydrocolloids) 
which, however, do not produce the clini- 
cal accuracy produced by reversible 
hydrocolloids. 


An impression material for indirect 
inlays must be elastic because it must 
record accurately undercut regions which 
are in the external tooth surface adjacent 
to the prepared cavity outline (Fig. |) 
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Fig. | * Model at left demonstrates insufficient 
buccal extension. Model at right shows proximo- 
buccal wall and margin properly extended buc- 
cally. Note appreciable reduction of undercut 
region on externa! tooth surface near buccoproxi- 
mal margin 


All external tooth surface gingival to the 
surveyed line on the models illustrated 
is undercut with regard to the line of 
draw of the preparation (or the line of 
withdrawal of the impression). A certain 
amount of this undercut external tooth 
surface adjacent to the cavity margin 
should be displayed on the die to indicate 
the location of the cavity margin and to 
signify the desirable contours of the res- 
toration, particularly in regions near the 
margin. 

The use of plastic compound as an 
impression material for indirect inlays 
should be discarded. Because it is not 
elastic, distortions are inherent. 


CONTAINER REQUIREMENTS 


The success of the indirect method over 
the past 19 years is attributable not only 
to the introduction of elastic impression 
materials but to the realization that the 
container (tube, shell or tray) must have 
both a high modulus of elasticity and a 
high elastic limit. The container must be 
stiff enough not to be distorted elastically 
during the application of the filled con- 
tainer over the region to be impressed. 


If the container is distorted elastically 
while the impression material is gelling 
or setting, the impression will be distorted 
permanently. The container must have a 
sufficiently high elastic limit to prevent 
its being permanently distorted while 
being withdrawn. If the elastic impression 
material is compressed between the con- 
tainer and the region impressed during 
the act of withdrawing the impression, 
the compressed material will exert a 
force against the container. If this force 
exceeds the elastic limit of the container, 
the latter will be distorted permanently 
and will hold the impression material in 
a distorted pattern. 

The water cooled trays used to contain 
reversible hydrocolloid have both a suf- 
ficient modulus of elasticity and an 
adequate elastic limit. The resin trays 
also satisfy these two physical properties, 
provided the trays are thick enough. 
Copper tubes, however, have been the 
cause of much disappointment with the 
rubber material. The usual copper tube 
is too soft and is, therefore, permanently 
distorted during the withdrawal of the 
impression, either by compression of the 
rubber against the tube or by finger 
pinching, or the tube is too flexible and 
is elastically distorted when carried over 
the tooth. Ordinarily, the presence of an 
adjacent tooth does not permit satisfac- 
tory compound reinforcement of the tube 
prior to taking the impression. The only 
copper tubes recommended for inlay 
impressions with the rubber material are 
30 gauge, work-hardened copper shells, 
now available. 


CLEARANCE OF TOOTH 
AND CONTAINER 


Another important factor is proper clear- 
ance between the object to be impressed 
and the container conveying the material. 
The impression material must record 
undercuts which are outside the cavity 
outline. While being withdrawn from 
undercuts, the material is compressed in 
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some directions and distended in others. 
This compression and distention should 
be elastic; that is, there should be no 
“set” or permanent change in shape. 
This change in shape can be completely 
elastic only if there is sufficient dimension 
to the material, provided at the start by 
proper clearance between the tooth and 
container. 

For example, if 4 mm. of material is 
compressed to 3 mm. in order to pass 
over a height of contour on the tooth, 
the material is being compressed 25 per 
cent. If the maximum elastic strain of 
this material is 75 per cent (this is the fig- 
ure given for reversible hydrocolloid) ,"* 
then a 25 per cent strain should not 
produce any significant “set” or perma- 
nent distortion. If, on the other hand, 1.2 
mm. of material must be compressed 
1 mm. during the withdrawal of the 
impression, the material is being strained 
83.3 per cent, which is likely to produce 
permanent distortion, or even fracture. 

It is advisable to have about 3 mm. 
of material between the tooth and the 
container; for this reason and for otffer 
reasons the use of trays rather than 
copper shells is recommended. 


ATTACHMENT OF MATERIAL 
TO CONTAINER 


Another cardinal principle of impres- 
sion taking with the elastic materials is 
to maintain the attachment of the mate- 
rial to the container. For reversible 
hydrocolloid, both the rim lock, nonper- 
forated water-cooled trays and the per- 
forated water-cooled trays provide satis- 
factory results. 

Attachment of the rubber material to 
the container formerly was provided by 
scoring or roughening the container 
surface with burs or abrasive stones. 
Recently, manufacturers of the rubber 
material have provided adhesives which 
maintain the attachment of the rubber 
to the container without a roughened 
container surface, regardless of whether 
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the container is a copper band, resin 
tray, or compound lined tray. The ad- 
hesive should be applied over the entire 
container surface. Ten minutes for drying 
the adhesive is allowed before the rubber 
material is applied for the impression. 
No trouble has resulted from adding the 
adhesive to the trays days ahead of the 
time when they will be used. 


IMPRESSION WITHDRAWAL 


A “snap” withdrawal of the reversible 
hydrocolloid is a requisite to success, but 
is unnecessary with the rubber material. 

One manufacturer of the rubber has 
cautioned against having the tooth sur- 
face dry, since this makes it difficult 
to part the material from the tooth sur- 
face. Although the separation is more 
difficult from a dry tooth surface, when 
the material is permitted to “cure” 
sufficiently before withdrawal, its superb 
resiliency will protect it against perma- 
nent distortion during withdrawal. 


CAVITY PREPARATION 


If reversible hydrocolloid is to be used 
for the impression, the proximal buccal 
and lingual margins should be extended 
well into the buccal and lingual em- 
brasures (Fig. 2, left). This extension 
should be accomplished by “rolling out” 
or flaring the enamel portions of the 
proximal buccal and lingual walls, so 
that these walls form a more obtuse 
angle with the external tooth surface. 
These “stubbier” margins do not cut the 
impression material which must pass over 
them when the impression is being with- 
drawn. This feature in cavity preparation 
also avoids tearing the hydrocolloid on 
withdrawal, which occurs inevitably 
when the buccal or lingual margins are 
too close to the adjacent tooth. This 


SG. C. Hydrocolloid impression 


and a specification 


materials: ica 
JA.D.A. 27: Marc’ 


& 
4 
: 
ie 
fia 
- 


300 * THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


Fig. 2 * Left: The proximobuccal and lingual margins should be well extended into buccal and 
lingual embrasures as illustrated in center mode! and model to the right of it. The proximobucca! 
wall and margin of model to the left have not been properly extended into the buccal embrasure. 
Right: A small, flame-shaped diamond stone is used to “sweep out" the proximal enamel walls and 


margins. and to create the gingival bevel 


inodified cavity preparation also mini- 
inizes the degree of undercut on the 
external tooth surface near the proximal 
margin (Fig. 1). 

The buccal proximal walls on the 
mesial surfaces of upper bicuspids and 
lirst molars should not be flared, for 
esthetic reasons. 

When rubber impression material is 
used, the need to so modify the cavity 
impression is not as critical because of 
the material’s greater resiliency. 

The “sweeping out” of the proximal! 
enamel walls and margins can be accom- 
plished efficiently by using the small 
flame-shaped diamond stone with a speed 
of 20,000 rpm, a light touch, and a cool- 
ant spray, in the final step of cavity 
preparation (Fig. 2, right). This stone 
is used (with a slower speed to increase 
the sense of touch) to create the bevel 
across the gingival margin, and to blend 
this gingival bevel with the buccal and 
lingual proximal walls. 


REVERSIBLE HYDROCOLLOID 
The tray impression method for indirect 


inlays utilizing reversible hydrocolloid 
has been presented adequately by 


others.'"!? The following points should 
be emphasized : 

1. Profound anesthesia of all sensory 
nerves to the region is essential. This 
reduces salivation substantially, and also 
allows the exposure of gingival margins 
without patient discomfort. 


2. All gingival margins must be ex- 
posed to view before the impression. 
Cotton string packs and an 8 per cent 
solution of racemic epinephrine are work- 
ed into the gingival crevice (Fig. 3). The 
region should remain free of saliva to 
the end of the impression operation. The 
string should remain in place at least 
five minutes, and may remain longer 
without causing tissue damage. 

3. The soft tissue recovery is unevent- 
ful when suitable gutta-percha temporary 
restorations are cemented to place with 
zinc oxide-eugenol cement after the im- 
pression has been taken. 


4. The hydrocolloid impression should 
be poured within 15 minutes after its 
withdrawal from the mouth. 

5. The most simple, efficient and sat- 
isfactory method of handling the im- 
pression to produce a satisfactory working 
model utilizes 0.0015 inch stainless steel 
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strips 7’, inch high. Two strips are inserted 
for each tooth which is removable on the 
model (Fig. 4, above). Insertion of these 
strips will not distort the dies if care is 
exercised in their placement (Fig. 4, 
below). 


RUBBER BASE MATERIAL 


The use of rubber base impression ma- 
terial for indirect inlays and crowns has 
been reported by Pearson,’* Silver,’ 
Bailey,* Rosentiel'? and Skinner."® 
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The rubber material has been used in 
a tray for taking an impression of a 
quadrant containing one or more teeth 


14, Pearson, S. L. New elastic impression material: 
@ preliminary report. Brit. D.J. 99:72 Aug. 2, 1955 


15. Silver, Allan. Rubber elastic impression technique 
cast restorations. J. 


Res. 4:15 May 


16. Bailey, L. R. Acrylic resin tray for rubber base 
impression materials. J. Pros. Den. 5:658 Sept. 1955. 

17. Rosentiel, Edwin. Rubber base elastic impression 
pate. (A preliminary note). Brit. D.J. 98:392 June 

18. Skinner, E. W., and Cooper, 
properties and use of rubber 
J.A.D.A. 51:523 Nov. 1955. 


J E. N. Desirable 
impression materials. 


Fig. 3 * Suitable lengths of cotton string treated with epinephrine are worked into the gingival 
crevice to expose gingival margin and stop gingival hemorrhage and seepage. Above left: End of 
string is anchored into crevice. Above right and beiow left: Remaining length of string is worked 
into crevice. Below right: Insertion is completed, with small amount of string left exposed to 
facilitate removal! just prior to insertion of impression material from the syringe 
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prepared for inlays on more than 40 
occasions. All of the more than 100 inlays 
save one have been extremely satisfac- 
tory. The following observations were 
noted: 

1. Profound anesthesia is necessary 
for the same reasons given for the tray 
method using hydrocolloid. 

2. The gingival margins should be 
exposed prior to taking the impression. 

3. Commercially produced resin half 
trays with no compound lining give sat- 
isfactory results. A compound lining in 
the tray creates an unstable rubber im- 
pression, whereas without the compound 
the impression can be poured days later 


Fig. 4 * Above: A satisfactory method of han- 
dling reversible hydrocolloid utilizes 0.0015 inch 
stainless steel strips Ye inch high. Below: Neces- 
sary clearance of at least | mm. between the 
gingival border of strip and reversible hydro- 
colloid is illustrated. Strips engage only buccal! 
and lingual material 


Fig. 5 * Armamentarium for Sturdevant rubber 
technic utilizing Barton-Sturdevant syringe 


with satisfactory results. Adhesive pro- 
vided by the rubber manufacturer was 
applied to the trays to provide attachment 
of the rubber material. These inexpensive 
trays may be discarded after use. 

4. Although the trays do not require 
stops, these are desirable and can be made 
quickly of self-curing resin. 

5. The blade of the mixing spatula 
should be stiff, at least one inch wide, 
polished, and should have at least one 
edge straight (Fig. 5). The mixing pads 
should be stiff. In mixing, the brown 
accelerator material is picked up first 
and incorporated into the white base 
material. 

6. The high viscosity and fast setting 
time of the rubber mix at one time pre- 
sented problems. Recently, however, 
manufacturers have provided a retarder 
to be added during mixing. This increases 
the setting time. A manufacturer has 
provided the author with a rubber that 
is more fluid and with a longer setting 
time. Another manufacturer is offering 
large plastic tubes which help to convey 
the more fluid rubber mix into the pre- 
pared cavity without trapping air (Fig. 
6). The tubes were developed by R. E. 
Barton and the author; these two have 
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also developed a plastic tipped syringe 
to serve the same purpose more satis- 
factorily (Fig. 7, 8). 

When the plastic tube is used, a slight 
inward crease is pressed in the side of 
the tube (Fig. 9). The crease prevents 
an air lock when the colored cap is slip- 
ped over the tube. After the more fluid 
rubber mix has been spatulated, the tube 
is filled, the cap is slipped over the tube, 
and a piece of Scotch tape (about 1/2 
inches long and 1/2 inch wide) is wrapped 
around the capped tube, with half the tape 
width over the cap and half on the tube. 
The tape prevents the cap from slipping 
off the tube as it is squeezed to eject the 
material through the tip. The point of the 
tube is kept on the gingival and pulpal 
walls to fill the prepared cavities from 
distal to mesial. 

When the syringe is used, the rubber 
mix is transferred from the spatula to the 
back end of the barrel (Fig. 8). Most 
of the material remaining on the sides 
of the funnel is pressed into the barrel, 
using the convex side of the paddle end 
of a no. 7 spatula or other suitable in- 
strument. When the piston is inserted 
and pushed, the material is ejected 
through the plastic tip. The tip can be 
maintained on the pulpal wall even in 
a narrow isthmus because the flexible 
plastic can be squeezed by the buccal and 
lingual walls as the tip is moved along 
the pulpal wall. The washers on the 
piston sweep the barrel clean. The fun- 
nel shape of the plastic tip permits the 
rubber in it to be removed in one piece 
after the rubber has set; any material 
remaining in the barrel can be removed 
easily. 

7. A technic involving the use of two 
rubber materials, one for the tray and 
one for the syringe, has proved satis- 
factory. Two mixing pads and two 
spatulas are used (Fig. 5). On’ one 
pad is placed the more fluid material, 
two inches of the base material and an 
equal length of the accelerator. On the 
other pad is placed the more viscous tray 
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material, four inches each of the base 
and accelerator. The tray material is 
spatulated first for 45 seconds or less 
and transferred by spatula to the pre- 
pared tray. The syringe material is spatu- 
lated with the clean, second spatula (this 
requires only 15 seconds) and loaded 
into the syringe or tube (another 15 
seconds). The cotton packs are removed 
and the opened gingival crevices and 
cavity preparations are deliberately filled 
with material from the loaded syringe 
or tube, moving from distal to mesial, 
care being taken to cover all the pre- 
pared surfaces, including also the external 
tooth surface adjacent to the cavity mar- 
gins, without trapping air. 

The operator need not hurry to eject 
the rubber material, as would be neces- 
sary with reversible hydrocolloid. The 
cotton rolls are removed and the loaded 
tray is carried to place. The impression 
is not removed until the material has 
developed the required resiliency; this 
will be a minimum of ten minutes from 
the start of mixing. To determine the 
setting time, some material is ejected 


Fig. 6 * Capped plastic tube conveys fluid 
rubber mix into opened gingival crevices and 
prepared cavities without trapping air, previous 
to insertion of the plastic tray which is loaded 
with a more viscous rubber mix 
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from the syringe (while the tray is stead- 
ied with the other hand) through the 
gingival embrasure between two anterior 
teeth not covered by the tray. The mo- 
ment when this material can recover 
elastically from a poke with a sharp 
instrument should be noted. 

When the dentist is working alone or 
when the temperature of the material and 
of the room is high, the setting time of 
the material can be increased by adding 
one small drop of retarder to each inch 
of accelerator. 

8. At least ten minutes should be al- 
lowed from the start of mixing to com- 
pletion of setting before the material is 
withdrawn. 


Fig. 7 * Above left: 
Large plastic tubes. 
Above right: The Bar- 
ton-Sturdevant syringe. 
Below: “Exploded” view 
of syringe 


9. The tray impression may be poured 
several days later. The delay will not 
result in inaccuracy. 

10. The use of 0.002 stainless steel 
strips 7, inch high helps to produce a 
satisfactory model with removable dies 
(Fig. 10). The strips are pre-cut so that 
they will not quite touch the impression 
of the prepared tooth when in proper 
position. There are two strips for each 
tooth which is removable in the model. 
The strips are warmed and inserted into 
utility wax about 1 mm. thick which has 
been attached to the buccal and lingual 
surfaces of the impression. 

11. The surface of the dies from the 
rubber impression is superior to the sur- 
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face of the dies from reversible hydro- 
colloid. 

12. When the impression is of the 
tray type, a second pouring is possible 
if the first model is defective. If the 
impression is of the tube type, a second 
pouring is usually unsatisfactory. 

13. Efforts to correct defective rubber 
impressions by adding a small amount 
of newly mixed rubber to either the tooth 
or the impression and then reseating the 
impression are usually unsatisfactory. 

14. Before the impression is taken, 
a thin film of cocoa butter is applied 
over any adjacent proximal filling which 
does not have a high polish, and over 
any zinc oxide-eugenol base in the pre- 
pared cavities; otherwise, the rubber may 
adhere to these. 

15. If self-curing resin stops are not 
employed, and if in the completed im- 
pression there is excess material beyond 
the posterior limit of the tray, the im- 
pression must not rest on this excess; 
otherwise, distortion of the posterior 
portion will eventually occur because of 
the flow of the material. This explains 
the one failure previously mentioned. 


SUMMARY 


1. Elastic impression materials and 
improved impression technics have 
brought about an improvement in the 
indirect method for making inlays. 

2. The new rubber impression ma- 
terial is as good as, or superior to, rever- 
sible hydrocolloid. 

3. The container of the elastic im- 
pression material must have both a suf- 
ficiently high modulus of elasticity and 
an adequate elastic limit. 

4. About 3 mm. of elastic impression 
material should be placed between the 
tooth and the container; for this reason, 
and for others, trays are superior to cop- 
per shells. 

5. A new adhesive maintains the at- 
tachment of the rubber material to the 
container. 
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Fig. 8 * The more fluid rubber mix is conveyed 
into the flat-sided funnel at back end of barrel 
of syringe 


fa 9 * A slight inward crease is pressed in 
side of plastic tube 


Fig. 10 * The use of 0.002 inch stainless steel 
strips te inch high facilitates handling rubber 
impression. The pre-cut strips are inserted warm 
into utility wax attached to buccal and lingua! 
surfaces of impression 
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6. A rubber impression in a compound 
lined tray must be poured within three 
hours; if compound is not used to line 
the tray, the impression may be poured 
days later. 

7. Sufficient setting time for the rub- 
ber material should be allowed to achieve 
resiliency. At least ten minutes from 
start of mixing is recommended as being 
sufficient. 

8. The enamel portion of the proxi- 
mal buccal and lingual walls of the cav- 
ity preparation should be flared well into 
the buccal and lingual embrasures, 
wherever compatible with esthetics. 

9. The tray method of impression 
taking is recommended. 

10. Salivation must be controlled by 
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A simple technic 
for making dental porcelain jacket crowns 


profound local anesthesia for the tray 
impression technic. 

11. The rubber material is remark- 
ably stable. 

12. The surface of dies from the rub- 
ber impression is superior to that of dies 
from reversible hydrocolloid. 

13. A rubber impression of the tray 
type permits a second pouring. 

14. It is not recommended that an 
attempt be made to correct a rubber 
impression by adding newly mixed rub- 
ber and reseating. 

15. An impression technic is recom- 
mended which revolves around the simul- 
taneous use of two rubber materials of 
different viscosities, and a newly designed 
plastic tube or plastic tipped syringe. 


The idea that dentistry is both an art 
and a science is peculiarly applicable to 
the use of fused porcelain as a restorative 
material. The making of a porcelain 
jacket crown probably requires a greater 
degree of artistic skill than that needed 
for any other dental restoration. This 
artistic skill must be combined with a 
thorough knowledge of the physical 
properties of the porcelain if a beautiful 
result is to be achieved. These facts ac- 
count for the infrequent use of the fused 
porcelain jacket crown in places where 
it unquestionably should be the first 
choice. Frequently, the acrylic resins, 
which have not proved satisfactory, are 


Hector Sacchi,* D.D.S., Montevideo, Uruguay, 
and George C. Paffenbarger,t D.D.S., Washington, D.C. 


substituted for fused porcelain in jacket 
crown restorations. 

The principal reasons why porcelain 
jacket crowns are not as widely used as 
they should be are: (1) the difficulty in 
producing the correct color and trans- 


This report is a part of the dental research program 
conducted at the National Bureau of Standa is in 
cooperation with the Council on Dental Research of 
the American Dental Association, the Army Dental 
Corps, the Air Force Dental Service, the Navy Dental 
Corps and the Veterans Administration. 

*Guest worker, dental research section, National 
Bureau of Standards. Professor of operative dentistry, 
University of Montevideo, School of Dentistry. 

tSenior research associate, dental research section, 
National Bureau of Standards division of the Council 
on Dental Research of the American Dental Association. 
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lucency in different parts of the jacket 
crown so that it will be indistinguishable 
from the adjacent and opposing natural 
or artificial teeth; (2) the skill needed 
to mold a crown of the correct size and 
shape that will harmonize with the other 
teeth of the patient; (3) the experience 
and skill required in fusing the porcelain; 
(4) the comparatively long time required 
to make a porcelain jacket crown by the 
current classical technic, which was in- 
vented and perfected by Charles H. 
Land! at the beginning of the twentieth 
century. 

It is the purpose of this report to pre- 
sent a technic that will minimize the fore- 
going difficulties. 


OUTLINE OF TECHNIC 


An artificial porcelain tooth of proper 
size, shape, and color is ground to an ap- 
proximate fit of the tooth preparation in 
such a way as to serve as a labial and 
proximal veneer for the crown. This pro- 
cedure is almost identical to that pro- 
posed by Edward B. Spalding*® in 1904 
after Land had showed him the fused 
porcelain crown. Spalding powdered 
porcelain teeth and used this powder to 
fill in the parts of the crown not supplied 
by the veneer. Thus, the porcelain used 
in completing the crown fused at the 
same temperature as the veneer and 
therefore required the utmost skill in 
handling. In the technic here presented, 
a layer of a mix of powdered porcelain 
teeth and a low-fusing porcelain is first 
applied, then a layer of low-fusing porce- 
lain is placed over this first layer for the 
first bake, and low-fusing porcelain is 
used for the second bake. 


PREPARATION OF CROWN 
FOR FIRST FUSION 


Preparation of Tooth * The classical 
shoulder preparation as used in crown 
and bridge and porcelain work is used in 
preparing the tooth. 
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Impression of Prepared Tooth + The im- 
pression of the prepared tooth is the one 
commonly used in the indirect method. 
The festooned copper band filled with 
an impression compound or a rubber 
base impression material is employed. 
The impression is boxed in and an 
artificial stone die prepared in it. 


Baseplate Wax Impression of Prepared 
Tooth + A triangular piece of baseplate 
wax is warmed, folded to form a cone, 
pressed over the preparation, trimmed to 
relieve the proximal and incisal surfaces, 
and scored to cause it to withdraw with 
the subsequent impression. This wax 
covering is shown in position in Figure 


1, left. 


Impression of Adjacent Teeth * A hydro- 
colloidal or rubber base impression is then 
taken of the wax covered preparation 
and the adjacent teeth. On withdrawal, 
the baseplate wax impression stays in the 
hydrocolloidal or rubber impression. 


Making Model + The greased artificial 
stone die (the replica of the tooth prep- 
aration) is seated into the baseplate wax 
impression of the preparation and sealed 
with hot wax. Then the model is poured. 


Matrix on Which Porcelain Is Fused + 
Because a low-fusing porcelain is em- 
ployed (the one used by the authors is 
“Apco” fusing at 1024°C. [1875°F.}), 
the matrix is prepared on the artificial 
stone die with gold foil, 0.001 inch thick. 


Selection and Preparation of Artificial 
Tooth + A porcelain tooth of approxi- 
mately the correct shape, size, and color 
is selected. The pins are cut off with a 
silicon carbide disk and the lingual sur- 
face hollowed out by diamond stones 


1. Land, C. H. Porcelain dental art. D. Cosmes 
45:437 June 1903. 

2. Spalding, Edward 8B. Replacing the entire net- 
ural enamel with porcelain. D. Cosmos 46:467 June 
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Fig. | © Left: Baseplate wax impression of preparation in place prior to taking impression of front 
section of upper arch. Right: Finishing lingual surface of porcelain tooth with diamond cylinder 


(Fig. 1, right) to fit the labial and proxi- 
mal surfaces of the preparation. It may 
be necessary to remove some porcelain 
from the incisal, cervical, or proximal sur- 
faces so that the veneer is in proper align- 
ment and approximately fits the die. A 
lingual view of the veneer at this stage 
is shown in Figure 2. It is good practice 
to try the veneer in the mouth now so 
that both the dentist and patient can see 
the approximate color and shape of the 
labial face of the crown as it will appear 
when completed. 


Preparation of Powdered Porcelain Teeth 
* Four or five light-colored porcelain 
teeth of any of the current brands are 
crushed in a diamond mortar (Fig. 3, 
left) and are screened on standard sieves 
(Fig. 3, right). The portions that (1) 
pass through no. 40 sieve but are re- 
tained on the no. 70 sieve and (2) pass 
through the no. 70 sieve but are retained 
on the no. 100 sieve are mixed in equal 
portions. This size distribution, selected 
by trial and error, produces a low shrink- 
age on fusion when mixed with low-fus- 
ing porcelain, yet presents a surface after 
fusion that is smooth and glazed. 


Placing the Porcelain for the First Bake + 
A color of the low-fusing porcelain which 
approximates that of the veneer is se- 
lected. An exact match is not necessary. 


A dry mix of equal portions of the low- 
fusing porcelain and the powdered porce- 
lain teeth is made on the slab. 

A thin layer of the low-fusing porce- 
lain-water mixture is painted on the 
labial surface of the preparation with a 
heavier amount on the labial shoulder 
(Fig. 4, left). 

A thin layer of the aqueous mixture of 
low-fusing porcelain and powdered porce- 
lain teeth is applied to the lingual surface 
of the veneer, with a heavier amount in 
the incisal area (Fig. 4, right). 

The veneer facing is then placed in 
position on the die, and the porcelain is 
condensed by the classic method of vibra- 
tion with a serrated instrument and by 
blotting the excess water brought to the 
surface. 

The die is now placed in the model, 
and the alignment of the veneer is 
checked. If incorrect, the condensed 
porcelain is touched with a wet brush to 
facilitate moving the veneer to proper 
alignment. The porcelain is again dried 
by blotting. 

The die is removed from the model, 
placed in the inlay holder, and held in 
position with the fingers (Fig. 5, left). 

The mixture of powdered porcelain 
teeth, low-fusing porcelain, and water is 
now painted on the lingual surface, the 
largest bulk being placed on the marginal 
ridges, lingual shoulder, and the cingu- 
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Fig. 2 * Lingua! aspect of porcelain veneer on 
model. Veneer was made as shown in Figure |, 
right 


lum (Fig. 5, center). Water is brought to 
the surface by careful vibration with the 
serrated instrument and is removed by 
blotting. Crumbs of porcelain are re- 
moved with a no. 5 red sable hair brush. 

Low-fusing porcelain only is now ap- 
plied to the proximal and incisal portions 
of the crown. The operator must make 
certain that the porcelain overlaps the 
veneer (Fig. 5, right). The porcelain is 
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again condensed by vibrating and blot 
ting carefully, and loose crumbs are re- 
moved with the large brush as previously 
described. The proximal surfaces are 
gently burnished with the flat side of the 
spatula and again brushed. The gingival 
margin is cleaned with a small, wet no 
00 red sable hair brush. The crown is now 
ready for the first fusion. 


FIRST FUSION OF CROWN 


The furnace (Fig. 6) can be regulated 
so that it will be at 593° to 649°C 
(1100° to 1200°F.) when the application 
of the porcelain for the first bake is com- 
pleted. The crown is removed, placed on 
the firing tray, and set on top of the 
muffle to dry (A in Fig. 6). The tempera- 
ture of the furnace is then advanced to 
738°C. (1400°F.) in three to four min- 
utes. At this temperature the muffle door 
is opened, and the tray with the crown 
is shifted from the top of the muffle to the 
shelf (B in Fig. 6) just below the open- 
ing of the muffle and is left there from 
one to two minutes. By this time the 
temperature of the furnace has drifted 
to 593° to 649°C. (1100° to 1200°F.). 


3 * Left: Diamond mortar used in powdering stock porcelain teeth. 
Right: Set of U.S. Standard sieves used for obtaining desired particle sizes 
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Fig. 4 * Left: Application of low-fusing porcelain-water mixture te labial surface of die 
with no. 3 sable brush. Note heavier coating on labial shoulder. Right: Application of 
thin layer of aqueous mixture of low-fusing porcelain and powdered teeth to lingual 
surface of porcelain veneer. Note heavier coating in incisal area 


(These time-temperature _ relationships 


will, of course, vary with the type of 
furnace used. The authors employed an 
S. S. White No. 3.) 

The tray is now placed in the muffle 
so that the crown will be beneath the 
thermocouple junction. The door is re- 


turned to the shelf below the muffle 
opening, which leaves a space between 
the door and the muffle (C in Fig. 6). 
This space is gradually closed until the 
furnace reaches 1400°F. This requires 
three to four minutes. The furnace is now 
raised to 982°C. (1800°F.) in 55°C. 


Fig. 5 * Left: Position of fingers for maintaining proper alignment of porcelain veneer. Center: 
Aqueous mixture of low-fusing porcelain and powdered porcelain teeth being painted on lingual 
surface; bulk of porcelain has been placed on marginal ridges, lingual shoulder and on cingulum. 
Right: Application of porcelain to proximal surfaces to overlap porcelain veneer 
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(100°F.) intervals, spaced approximately 
three minutes apart. When 982°C. 
(1800°F.) is reached, the temperature is 
immediately reduced over a period of five 
to six minutes to 816°C. (1500°F.), then 
the firing tray and crown are removed 
and placed under a beaker until the 
crown can be handled (D in Fig. 6). 


PREPARATION FOR AND 
SECOND FUSION OF CROWN 


The cooled crown is seated on the die, 
which is then inserted into the model to 
check for alignment and contact points 
(Fig. 7, left). Sometimes it is necessary 
to relieve the contact point by grinding 
so that the crown may be seated properly. 

The die and crown are again mounted 
in the holder, and the crown is moved up 
and down slightly to make certain that 
the matrix is not stuck to the die. 

The lingual anatomy is completed by 
painting the low-fusing porcelain-water 
mixture on the marginal ridges, the 
cingulum, and the central lingual area. 
The porcelain is again condensed by 
gentle vibration with the serrated instru- 
ment. If the vibration is too vigorous, the 
contours of the marginal ridges and 
cingulum may be lost as the porcelain 
flows. After burnishing and cleaning with 
the large dry brush and a small wet brush, 
the crown is ready for the second fusion. 

The schedule of the second fusion 
follows that of the first fusion except 
that the final temperature is 1024°C. 
(1875°F.) instead of 982°C. (1800°F.). 

A schematic description of the firing 
schedule is given in Table 1. 


PREPARATION OF CROWN 
FOR CEMENTING 


When the crown is cool enough to handle, 
water placed in the matrix aids in its re- 
moval (Fig. 7, center). The gold matrix 
is teased from the crown with cotton 
tweezers (Fig. 7, right). 

Any overhanging fin of porcelain at the 


Fig. 6 * Furnace used in fusing crown. A is initial 
position of crown on top of muffle (Steps 2 and 3 
in Table |). B is shelf where crown is placed in 
Step 4, Table |. C shows initial position of door 
in Step 5, Table |. D shows fused crown cooling 
under glass beaker 


gingival margin is removed carefully with 
a small round silicon carbide mounted 
stone. The crown is now ready for cemen- 
tation. 

Zinc phosphate cement is mixed on a 
chilled slab to the heaviest cementing 
consistency. An exact match of the color 
of the cement and the color of the crown 
is not necessary. The cement is placed 
in the crown and not on the preparation. 
The patient is instructed to hold the 
crown in position as the cement is 
hardening. The excess hardened cement 
is carefully removed from the gingiva. 

The points of contact between the 
porcelain jacket crown and the opposing 
teeth at rest and in motion are checked 
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Fig. 7 + Left: Checking crown for alignment and contact points after first fusion has been com- 
pleted. Center: Placing water in matrix to facilitate its removal. Right: Method of peeling matrix 


out of crown 


with articulating paper. High spots are 
removed from the porcelain by grinding. 
Even if there are no high spots, the glaze 
on the lingual surface of the porcelain 
crown should be removed in those areas 
where contact with the opposing teeth is 
anticipated. The natural teeth are 
abraded by the ground surface of the 


lable | * Time-temperature scheme for fusing porcelains 


porcelain, and thus occlusal trauma is 
prevented. 


DISCUSSION OF TECHNIC 


Simplification of Color Matching + The 


use of a fused porcelain veneer formed 
from a stock porcelain tooth simplifies 


First fusion 


Schedule 


Step 


Begin application of porcelain (Fig. 6) and turn furnace on 


Complete application of porcelain and place crown on top 


of muffle 


leave crown on top of muffle 


Temperature of furnace 


Room temperature 
° 
F. 
1100 
to 
1200 


Remove muffle door and shift tray from top of muffle to shelf 


below door 


Place tray in muffle so that crown will be under junction of 
thermocouple. Return door to shelf, but have it ajor at 


first. Gradually close opening 


Raise temperature of furnace in 55°C. (100°F.) intervals spaced 


about 3 minutes apart 


Reduce temperature immediately 


Remove crown and place under glass beaker to cool 


1800 


810 1500 


Room temperature 


Second fusion 


The second fusion follows the pattern of the first except that the final temperature is carried to 


1025°C. (1875°F.) instead of 980°C. (1800°F.) 


on 
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the matching of color and translucency 
of adjacent teeth. This color match can 
be checked directly in the mouth with the 
porcelain veneer. The color of the veneer 
does not change on firing because subse- 
quent fusions are made at temperatures 
well below the fusion temperature of the 
veneer. 

The selection of any of the light colors 
of powdered teeth is satisfactory, and only 
an approximate match is necessary be- 
tween the color of the low-fusing porce- 
lain and the veneer and between the 
color of the zinc phosphate cement and 
the crown. With the classical technic the 
matching and the reproduction of the 
colors and opacities are difficult to 
achieve. 


Reduction in Carving of Anatomy * 
There is no change in the contour of the 
veneer during the firings, as its fusion 
temperature is much higher (1288°C. 
[2350°F.]) than that of the low-fusing 
porcelain (1024°C. [1875°F.]) used on 
the lingual surface of the crown. Thus, 
the labial, proximal, and incisal areas are 
largely established by the veneer. In con- 
trast, the carving and the making of the 
porcelain jacket crown with high-fusing 
porcelain alone is so difficult that only a 
small number of porcelain experts at- 
tempt it. 


Reduction in Firing Shrinkage * The 
large firing shrinkage of either high- 
fusing or low-fusing porcelain is a great 
handicap to the dental porcelain worker. 
If the technic described herein is used, 
the firing shrinkage of the porcelain is 
greatly reduced. The large bulk of the 
crown is the veneer in which there is no 
shrinkage within the heating range used 
during the firing of the crown (room 
temperature to 1024°C. [1875°F.]). Also, 
the fusion shrinkage of the mixture of 
low-fusing porcelain and the powdered 
porcelain teeth is less than the fusion 
shrinkage of either low-fusing or high- 
fusing porcelain (Table 2) and amounts 


Table 2 ® Firing shrinkage of fused dental porcelains 


Type of Firing* 


Brand 
porcelain 


name 


Low-fusing 1024°C. 
(1875°F,) 

Apco 50% Mixture of low and 

Powdered (1024°C.) (1875°F.) 

Trubyte high-fusing 1288°C. 

(New Hue) (2350°F.) 

teeth 50% 


Apco 


Low-fusing 927°C. 
(1700°F.) 
S.S. White High-fusing 1338°C. 
(2440°F.) 


*Average of ten specimens. 


z(x—x )? 


to a reduction of 29 per cent of that por- 
tion of the crown in which this mixture 
is used, 

These determinations of the shrinkage 
on fusion of several porcelains (Table 2) 
were made on cylinders approximately 10 
mm. high and 6 mm. in diameter, by 
hydrostatic weighing. The porcelain- 
water mixture was compacted into the 
mold in much the same manner as de- 
scribed in making the jacket crown. The 
heating schedule of all of the porcelains 
listed in Table 1 was the same as that 
used in fusing the crowns, except that 
the directions of the manufacturer were 
followed in firing the high-fusing por- 
celains. 

Other investigators have reported firing 
shrinkages as low as 24 per cent and as 
high as 48 per cent by volume.** Varia- 
tions among the data could be attributed 
to the size and shape of the specimens, 
the method of condensation, and the 
time-temperature schedule of fusing. 


3. Gill, J. Raymond. Pyrochemical reactions in the 
firing of porcelain. J.A.D.A. 18:280 Feb. 1931. 
4. Sayre, L. D. The effects of varying manipulation 
upon certain physical rties of a dental porcelain. 
orRrantare Univ. Den. Res. & Grad. Quar. Bul. 38:3 
ey 
5. Skinner, E. W., and Fitzgerald, P. A. Physical 
erties of dental porcelains. 25:86! June 1938, 


Standard t 
shrinkage- 
deviation 
27 1.0 
37 19 
4 


Table 3 ® Thermal expansion of fused dental porce- 
lains and humon teeth 


Coefficient 
Porcelain 30—400°C 
Apco—tow-fusing 


(1024°C.) (1875°F.) 78 
Apco (1024°C.) (1875°F.) 80% 
Powdered Trubyte—New Hue 


teeth (1288°C.) (2350°F.) 20% 79 
Powdered Trubyte—New Hue 

teeth (1288°C.) (2350°F.) 79 
S. S. White high-fusing 

(1338°C.) (2440°F.) 64 
Teeth (7)T 20—50°C. 
Tooth (root) 8.3 
Tooth lacross crown) 11.4 
Tooth (root and crown) 6.4 

8.7 


8.3 


*Average of duplicate tests. 
tSouder, W., and Peters, 
physical properties of dental 

62:305 March 1920. 


C. G. Investigation of 
materials. D. Cosmos 


PROPERTIES OF MATERIALS USED 


Thermal Expansion * The thermal ex- 
pansion of a low-fusing and of a high- 
fusing porcelain of powdered porcelain 
teeth and of a mixture of low-fusing 
porcelain and powdered porcelain teeth 
was determined over the range of 30 to 
400°C. (86 to 752°F.) by an automati- 
cally recording interferometric method.® 
The data (Table 3 and Fig. 8) show 
that there are no important differences 
in the thermal expansions of the various 
porcelains used in fabricating the crown. 
Certainly no significant strain should be 
set up in the crown during cooling that 
could be attributed to the small differ- 
ences in the coefficients of thermal ex- 
pansion among the porcelains used. 

The data in Table 3 also show that the 
thermal expansion of the fused porcelain 
jacket crown approaches closely that of 
the tooth. This approximate matching of 
the thermal expansion of a restorative 
material with that of the tooth is of great 
clinical importance. As previously demon- 
strated, it has a direct bearing on the 
fluid exchange at the margins of dental 
restorations that occurs with a change of 
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temperature in the mouth when hot and 
cold foods are eaten." 


Compressive Strength * The cylinders 
used in determining the volumetric 
shrinkage on fusing were trued and used 
for determining the compressive strength. 
The walls of the cylinders were paralleled, 
and the ends were made flat and at right 
angles to the long axis of the cylinder by 
grinding the spinning cylinder with a re- 
volving diamond-coated wheel. The re- 
sultant specimens were 7 + 1.5 mm. in 
height and 4 + 0.7 mm. in diameter, de- 
pending on the amount of truing neces- 


6. Saunders, J. B. An apparatus for photographin 


interference phenomena. J. Res. Nat. Bur. Stand. 35:15 
Sept. 1945. 

7. Nelsen, R. J.; Wolcott, R. B., and Paffenbarger, 
G. C. Fluid exchange at the margins of dental restora- 
tions. J.A.D.A. 44-288 M 


arch 1952. 


USS WHITE HIGH FUSING PORCELAIN 2 } 
2 APCO-50% ,000-70)-50% 
3 APCO-80%., FINE-20% 3 

4 APCO J 


S TRUBYTE POWDERED TEETH 


EXPANSION 


ase 


TEMPERATURE °C 


Fig. 8 * Thermal expansion of dental porcelains. 
Curve |. S. S. White high-fusing porcelain 
(1338° C.) (2440° F.). Curve 2. Apco low-fusing 
porcelain {1024° C.) (1875° F.) 50 per cent and 
powdered Trubyte New Hue teeth (1288° C.) 
(2350° F.) 50 per cent. Particle size of powdered 
teeth consisted of equal portions that (1) pass 
through no. 40 sieve but are retained on no. 70 
sieve and (2) that pass through no. 70 but are 
retained on no. 100 sieve. Curve 3. Apco low- 
fusing porcelain (1024° C.) (1875° F.) 80 per 
cent and powdered Trubyte New Hue teeth 
(1288° C.) (2350° F.) 20 per cent. Powder size 
of powdered teeth would pass no. 70 but be 
retained on no. 100 sieve. Curve 4. Apco low- 
fusing porcelain (1024° C.) (1875° F.). Curve 
5. Powdered Trubyte New Hue teeth (1288° C.) 
(2350° F.) 
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sary. The load was applied at the rate 
of 500 pounds per minute. The data 
(Table 4) show that there are no ap- 
preciable differences among the com- 
pressive strengths of the low-fusing and 
the high-fusing porcelain and the mix- 
ture of low-fusing porcelain (80 per 
cent) and the powdered porcelain tooth 
(20 per cent). The mixture of low-fusing 
porcelain (50 per cent) and of powdered 
porcelain teeth (50 per cent) has about 
one fourth the strength of the other 
porcelains in Table 4. This low com- 
pressive strength of the 50-50 mixture 
was thought at first to rule out such a 
mixture in fabricating the porcelain 
jacket crown. However, repeated cross- 
sectioning of fused crowns showed no 
difference in the appearance of the 
veneer, the mixture of low-fusing porce- 
lain (50 per cent) and the powdered 
porcelain teeth (50 per cent), and the 
low-fusing porcelain zones. There was 
no stratification visible, as the different 
layers had all blended together. The low- 
fusing porcelain layer in the crown had 
evidently permeated the layer of the mix- 
ture, which no longer remained a 50-50 


Table 4 * Compressive strength of fused denta 
porcelains 


Compressive strength 


Porcelain Standordt 


Ib./in.2* deviation 


Apco low-fusing 

(1024°C.) (1875°F.) 48,000 11,000 
Apco low-fusing 

(1024°C,) (1875°F.) 80% 
Powdered Trubyte—New 

Hue teeth 

(1288°C.) (2350°F.) 20% 
Apco low-fusing 

(1024°C.) (1875°F) 50% 
Powdered Trubyte—New 

Hue teeth 

(1288°C.) (2350°F.) 50%, 
S. S. White high-fusing 

(1338°C.) (2440°F.) 


*Average of five specimens. 
—xi)? 
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Table 5 ® Solubility of fused dental porcelains in 
4 per cent solution of acetic acid 


Porcelain Weight loss-%* 


Apco low-fusing 

(1024°C.) (1875°F.) 0.3 
S.S. White low-fusing 

(927°C.) (1700°F.) 0.2 
S. S. White high-fusing 

(1338°C.) (2440°F.) 0.1 
Apco low-fusing 

(1024°C.) (1875°F.) 
Powdered Trubyte New-Hue 

teeth (1288°C.) (2350°F.) 


*Average of duplicate tests. 


mixture and was probably closer to the 
80-20 mixture. An inspection of cross 
sections of specimens of the 50-50 mixture 
used in determining its compressive 
strength showed that insufficient low- 
fusing porcelain was available for fusing 
the particles of the powdered porcelain 
teeth together under the conditions of 
fusing. 

Just as the compressive strengths of the 
high-fusing and low-fusing porcelains 
were approximately the same (Table 4), 
so were the strengths in transverse bend- 
ing of similar porcelains reported by 
Fitzgerald.* The correlation of the brand 
names with the data of Fitzgerald is given 
by Moldal.® 


Solubility * The solubility of the various 
porcelains in a 4 per cent solution of 
acetic acid is shown in Table 5. Each 
porcelain was fired at the temperatures 
given in the table and was then powdered 
in the diamond mortar (Fig. 3, left). 
Only that portion which would pass a no. 
200 sieve (Fig. 3, right) was used. A 2 
Gm. sample of this powdered fused porce- 
lain was boiled for 30 minutes in 200 ml. 
of a 4 per cent solution of acetic acid. 
This solution-powdered porcelain mix- 
ture was passed through a tared porce- 


8. Fitzgerald, P. A. Physical of por- 
celains. orthwestern Univ. Bul. 37:5 Nov. bo 

9. Moldal, O. H. Physical properties of 
celain. Northwest. Univ. Bul. 39.) April 3, on 
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lain filter, which was then placed in a 
furnace at 150°C. (292°F.) for one hour, 
cooled in a desiccator, and weighed. The 
test is patterned closely after that of 
Koenig'® who employed it to test frits 
and glazes used on enamelware for the 
household. 

There are slight differences in the 
solubility of the different porcelains listed 
in Table 5. No literature was found 


showing that any of the porcelains tested 
would distintegrate or etch in the mouth. 
During ten years of clinical experience, 
the senior author has not observed the 
etching of porcelains listed in Table 4. 


SUMMARY 


A rapid, precise, 
simple technic for 


and comparatively 
fabricating fused 


porcelain jacket crowns has been de- 
veloped. The essential features of the 
technic are the employment of a prefabri- 
cated fused porcelain veneer and of two 
porcelains having widely different fusion 
temperatures. The matching of the 
anatomy, the color, and the translucency 
are largely predetermined by those of the 
porcelain veneer, which can be tried in 
the patient’s mouth when the prepara- 
tion of the tooth is completed. Shrinkage 
on fusion has been greatly reduced and 
the number of fusions has been cut from 
the four or five needed in customary tech- 
nics to two. 


10. Koenig, J. H. Lead frits and fritted glazes. Bul- 
letin No. 95, The Engineering Experiment Station, Ohio 
State University, vol. 6, July 1937. 


The Importance of Character + If there is one lesson which history has taught us, it is the 
fundamental importance of will power, as much for nations as for individuals, and in every 
circumstance of life, great or small. Greek civilization ended in failure, not because of the 
lack of intelligence, but because of the lack of character, of morality. George Sarton, Intro- 


duction to the History of Science. 
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You—-savings bonds—and your income taxes 


A professional man or woman is a person 
of better than average intelligence in 
whom training has developed special 
skills and informed judgment. It does not 
always follow that this makes him or her 
a good judge of investments, as that 
special skill and judgment, too, has to be 
developed by study and practice. 

Lacking time for such study, but desir- 
ing the fruitful yield of successful invest- 
ments, a person in the professions may 
seek the services of an investment expert. 
Concerned first with safety, then with the 
probable yield of investments, the con- 
scientious investment counselor will con- 
done taking long chances only with that 
money that the investor can well afford to 
lose. He will recommend what he calls a 
“diversified portfolio” made up of life 
insurance, U. S. savings bonds, and after 
that, sound stocks, including “blue chips.” 
Ahead of investments come, of course, a 
checking account for current expenditures 
and a savings account for short-range 
future needs. 

Savings bonds meet the safety require- 
ments completely and their yield is sure. 
Principal and interest are guaranteed by 
the United States Treasury which, since 
it was founded under Alexander Hamil- 
ton, has never failed to pay its obligations 
in full. The cash value of savings bonds 
is not subject to market fluctuations and 
any savings bond lost, stolen, mutilated or 
destroyed will be replaced with another 
bearing the same issue date, so there can 
be no loss. This makes U. S. savings bonds 


Robert W. Reese, Washington, D. C. 


safer than currency and is one reason why 
they are called “absolutely indestructible” 
investments. 

There is another advantage of these 
bonds that the investment counselor 
would point out: their tax saving possi- 
bilities. This accounts partly for the 
popularity of E bonds among substantial 
investors, as indicated by the sales of $500, 
$1,000 and $10,000 denominations, and 
the continued holding of around 70 per 
cent (in dollar value) of these bonds 
after they have matured. 

If reported on the basis of cash receipts, 
as is done in most instances, the bond 
owner has the option of reporting ac- 
crued interest on E bonds in each year’s 
federal income tax return—savings bonds 
are exempt from state and local income 
taxes—or deferring the tax payment to 
the year in which a bond is actually 
cashed. If he or she has been paying tax 
on the accrual each year, permission must 
be obtained from the Treasury to change 
to the deferred basis. Income tax in- 
struction leaflets tell how. 

If retirement is planned, wholly or 
partially, within 20 years and the bond 
owner expects to drop to a lower income 
bracket, it may be wise to put off paying 
the tax on E bond accruals until retire- 
ment, and the time of cashing the bonds. 

Under the present law, personal exemp- 
tion doubles, beginning at age 65, from 


Public information officer, Treasury Department, 


savings bonds 
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Table ® Money invested in U.S. savings bonds and 
ts earnings 


| Value* 
Seve |— 
each In In In 9 years | In 19 years 
month | 1 5 and and 

| year years 8 months 8 months 
$18.75 $225 $1,182 $2,456 $ 5,920 
37.50 45) 2,365 4,913 11,841 
75.00 902 4,730 9,826 23,682 


*Values include interest earned. 


$600 to $1,200. For a married couple, 
both over 65, the exemption is $2,400. 
This lowers their taxable income and, in 
addition, may entitle them to a credit on 
interest income against any tax due up 
to $240; that is 20 per cent of $1,200. 
Since income from social security is tax 
exempt, it can readily be seen how a 
couple can enjoy quite a substantial in- 
come after 65 without paying any income 
tax. 

The way E bonds are purchased for 
members of a family can also affect an 
income tax. The common way of pur- 
chasing E bonds for children, listing the 
parent and the child as co-owners, has a 
distinct tax disadvantage. The purchaser 
of a bond must pay tax on the interest 
even though the child (or someone else) 
is co-owner and ultimately gets the pro- 
ceeds of the bond. This difficulty can be 
avoided by buying E bonds as a gift to 
the child, or to someone else, and having 
the bonds issued in his or her name only. 

A minor child who has no other income 
can file a tax return and report annual 
bond interest up to $675 without paying 
any income tax. If the child had other 
mcome and the total exceeds $675, it may 
still pay to do this, since the child’s tax 
bracket will be much lower than that of 
the parent. 

If the child is over 19, is not a student, 


. but it is wished to keep him or her as 


an exemption, then it would be better for 
him not to report the interest accrued 
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on savings bonds each year if it lifts the 
child’s income over $600. If the child is 
under 19, or is a full time student, and 
supported by his parents, they can still 
claim an exemption ($600) for him re- 
gardless of the amount of his income. The 
parents or guardians can figure out the 
more advantageous method. 

Interest on H bonds, being current in- 
come, has to be reported for the year in 
which it is received. H bonds are tailor- 
made for investors who want guaranteed 
income with complete safety. The limit 
holding, as with E bonds, is $20,000 
issued in any one calendar year. How- 
ever, by having bonds issued in co-owner- 
ship—co-owners do not have to be rela- 
tives—the annual limit can be multiplied 
extensively. 

As in the case of E bonds, the yield on 
H bonds held for 9 years and 8 months 
is 3 per cent per annum. Series E bonds 
can be held up to ten years after ma- 
turity, at which final point they are worth 
80 per cent more than was paid for them 
originally. 

As the Chinese proverb puts it: “The 
longest journey begins with one step.” 
Expert investment counselors will point 
out that the most important thing about 
savings is regularity—start and stay with 
it. What seems a small weekly or monthly 
amount soon builds up into a surprising 
total as is illustrated in the table. 

If the bond owner multiplies the 
amounts shown in the table to fit his own 
goals and savings potential, the totals 
will be approximately accurate. 

The direct benefits of saving with sav- 
ings bonds can be seen by looking at new 
homes, new cars, new household and 
other equipment for more comfortable 
living, at the college graduates and stu- 
dents, and at the couples who are living 
in or approaching retirement made more 
secure and comfortable by these savings. 
The financial emergencies that bond 
savings have met are no less real for not 


being visible. 
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Reports of Councils and Bureaus 


COUNCIL ON LEGISLATION 


A review of court decisions on fluoridation 


of public water supplies 


The courts of ten states have held that 
the fluoridation of public water supplies 
does not infringe on the constitutional or 
legal rights of the individual and under 
appropriate state enabling authority is a 
proper exercise of the charter powers of 
local communities. These decisions were 
rendered by the courts of last resort in 
California, Louisiana, Ohio, Oklahoma, 
Oregon, Washington and Wisconsin and 
by trial courts in Maryland, Pennsylvania 
and North Dakota. These decisions are 
strengthened by the fact that the Su- 
preme Court of the United States has 
refused to review four of these decisions 
for the stated reason that no substantial 
federal constitutional question was in- 
volved. 

In marked contrast to the number of 
favorable holdings is the fact that only 
one court in this country has ever 
rendered an opinion adverse to fluorida- 
tion. In that one instance, a trial court 
in Louisiana rendered an adverse opin- 
ion which was reversed promptly by the 
Supreme Court of Louisiana, an action 
which the United States Supreme Court 
refused to review. 

This unanimity of judicial opinion— 
an unusual fact in itself—gives the 
strongest support to the proposition that 
fluoridation satisfies every legal and con- 
stitutional criterion. Opponents of fluori- 
dation have alleged that the procedure 
violated constitutional rights such as re- 
ligious freedom and the right to privacy. 
They have argued that fluoridation repre- 


sented the unlicensed practice of medi- 
cine, dentistry and pharmacy; that a 
community had no legal authority to 
adopt fluoridation procedures ; that fluori- 
dation was “mass medication” and a 
“poison” ; that no reasonable relationship 
existed between it and the public health; 
and that the prevention of dental decay 
was not a proper object of community 
government efforts. To summarize, every 
conceivable legal and constitutional ob- 
jection against fluoridation has been 
argued unsuccessfully in the ten cases that 
have been litigated on this subject. In the 
one case in which a trial court held 
against the fluoridation procedure, that 
decision was reversed by the state su- 
preme court. 

The major cases on the subject of 
fluoridation are listed below: 


CALIFORNIA: De Aryan v. the City of 
San Diego. Appellate Court of California, 260 
P.2d 98; U. S. Supreme Court refused to re- 
view, 74 S.Ct. 863. 


LOUISIANA: Chapman v. the City of 
Shreveport. Supreme Court of Louisiana, 74 
So.2d 142; U. S. Supreme Court refused to 
review, 75 S.Ct. 216. 


OHIO: Kraus v. the City of Cleveland. 
Supreme Court of Ohio, 127 N.E.2d 609; 
U. S. Supreme Court refused to review, 76 
S.Ct. 833. (See also decision of trial court, 
116 N.E.2d 779.) 


OKLAHOMA: Dowell v. the City of Tulsa. 
Supreme Court of Oklahoma, 273 P.2d 859: 
U. S. Supreme Court refused to review, 75 
S.Ct. 292. 
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OREGON: Baer v. the City of Bend. Su- 
preme Court of Oregon, 292 P.2d 134. 


WASHINGTON: Kaul v. the City of Che- 
halis. Supreme Court of Washington, 277 
P.2d 352. 


WISCONSIN: Froncek v. the City of Mil- 
waukee. Supreme Court of Wisconsin, 69 


N.W.2d. 242. 


MARYLAND: Hoffman v. the City of 
Baltimore. Circuit Court of Baltimore City. 
(Decision not reported and no appeal taken.) 


PENNSYLVANIA: Genkinger v. the City 
of New Castle Water Company. Court of Com- 
mon Pleas of Lawrence County. (Decision not 
reported and no appeal taken.) 


COUNCIL ON DENTAL THERAPEUTICS 


The classification of products by the 
Council on Dental Therapeutics has been 
described in a previous report (J.A.D.A. 
40:489 April 1950). The Council’s pro- 
gram now provides for classification of 
products in Group A, Group B, Group C 
and Group D. Products are reconsidered 
periodically, and decisions are subject to 
change at any time that a substantial 
amount of new evidence becomes avail- 
able. The files of the Council contain in- 
formation on many drugs and dental cos- 
metics, and inquiries are welcome. 


GROUP A 


Listing of products in Group A means that at 
the time of their consideration, the items con- 
formed with the provisions for acceptance 
established by the Council on Dental Thera- 
peutics and adopted by the Board of Trustees 
and the House of Delegates of the American 
Dental Association. Items in this group will be 
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Council announces classification 


of additional products 


NORTH DAKOTA: McGurren v. the City 
of Fargo. District Court. (Decision not re- 
ported and no appeal taken.) See, however, 66 
N.W.2d 207. 


INDIANA: Teeter v. the City of La Porte. 
To be scheduled for trial in the near future. 
See, however, decision of Indiana Supreme 
Court on procedural point reported in 139 
N.E.2nd—, 236 Ind.—. 


General discussions of the legal aspects 
of fluoridation may be found in the 
George Washington Law Review for 
January 1955, and in 43 ALR (2d) 453. 
Copies of most of the court decisions 
herein listed are available on request 
from the Council on Legislation. 


listed in Accepted Dental Remedies and may 
use the Seal of Acceptance, unless otherwise 
provided. 


The following additional products are 
classified in Group A: 


Propoxycaine HCI (See A.D.R. ed. 22, p. 
33), Procaine HCI, U.S.P. (See A.D.R. ed. 
22, p. 25), Nordefrin HCI (See A.D.R. 
ed. 22, p. 95). 

Ravocaine HCl 0.4%, Novocain 2% 
with Cobefrin 1:10,000 (Cook-Waite 
Laboratories, Inc.) : Each cc. is stated to 
contain procaine HCl, 0.02 Gm.; pro- 
poxycaine HCl, 0.004 Gm.; nordefrin as 
HCl, 0.0001 Gm.; sodium chloride, 
0.003 Gm.; acetone sodium bisulfite, not 
more than 0.002 Gm.; and water for in- 
jection. Marketed in 2.2 cc. minimum 
cartridges and in 300 cc. multiple dose 
vials. Hexylresorcinol 0.0001 Gm. is 
added to solution in multiple dose vials. 


en 
a 
a 


REPORTS OF COUNCILS AND BUREAUS . . . VOLUME 54, MARCH 1957 © 38! 


U. S. Trademarks: Ravocaine (pro- 
poxycaine), Novocain (procaine HCl), 
Cobefrin (nordefrin). 


Propoxycaine HCI (See A.D.R. ed. 22, p. 
33), Procaine HCI, U.S.P. (See A.D.R. ed. 
22, p. 25), Levarterenol Bitartrate, U.S.P. 
(See A.D.R. ed. 22, p. 94). 

Ravocaine HCl 04%, Novocain 2% 
with Levophed 1:30,000 (Cook-Waite 
Laboratories, Inc.) : Each cc. is stated to 
contain procaine HCl, 0.02 Gm.; pro- 
poxycaine HCl, 0.004 Gm.; levarterenol 
as bitartrate monohydrate, 0.000033 Gm. ; 
sodium chloride, 0.003 Gm.; acetone so- 
dium bisulfite, not more than 0.002 Gm.; 
and water for injection. Marketed in 2.2 
cc. minimum cartridges and in 30 cc. 
multiple dose vials. Hexylresorcinol 
0.0001 Gm. is added to solution in 
multiple dose vials. 

U. S. Trademarks: Ravocaine (pro- 
poxycaine), Novocain (procaine HCl), 
Levophed (levarterenol) . 


Procaine HCI, U.S.P. (See A.D.R. ed. 22, 
p. 25), Epinephrine, U.S.P. (See A.D.R. 
ed. 22, p. 93). 

Procaine HCl 2%, Epinephrine 1:25,- 
000 (Graham Chemical Corporation) : 
(See A.D.R. ed. 22, p. 29) Manufactured 
for the following distributor : 

Stratford-Cookson Company 


Procaine HCl 2%, Epinephrine 1:50,- 
000 (Graham Chemical Corporation) : 
(See A.D.R. ed. 22, p. 29) Manufactured 
for the following distributor: 

Stratford-Cookson Company 


Procaine HCI, U.S.P. (See A.D.R. ed. 22, 
p. 25), Phenylephrine HCI, U.S.P. (See 
A.D.R. ed. 22, p. 95). 


Procaine HCl 2%, Phenylephrine HCI 
1:2,500 (Graham Chemical Corpora- 
tion): (See A.D.R. ed. 22, p. 29) Manu- 
factured for the following distributor: 

Stratford-Cookson Company 


Procaine HCl 4%, Phenylephrine HCl 
1:2,500 (Graham Chemical Corpora- 
tion): (See A.D.R. ed. 22, p. 29) Manu- 
factured for the following distributors: 

Lincoln Dental Supply Company 

Stratford-Cookson Company 


Procaine HCl 4%, Phenylephrine HCl 
1:2,500 (Neo-Quest Chemical Co., Inc.) : 
(See A.D.R. ed. 22, p. 31) Manufactured 
for the following distributor : 

Lee Dental Supply 


Mixtures of Cyclamate Salts and Saccharin 
(See A.D.R. ed. 22, p. 149-150). 

Sucaryl* Sodium Sweetening Solution 
(Abbott Laboratories): Each 100 cc. of 
solution is stated to contain cyclamate so- 
dium, 6 Gm., and saccharin sodium, 0.6 
Gm., preserved with 0.1 Gm. benzoic acid 
and 0.05 Gm. methylparaben. 


Sucaryl Sodium Tablets (Abbott Labo- 
ratories) : Each tablet is stated to contain 
cyclamate sodium, 50 mg.; saccharin so- 


dium, 5 mg.; soda ash, sodium citrate, 
tartaric acid, sodium benzoate and excip- 
ients. 


Sucaryl Calcium Sweetening Powder 
(Abbott Laboratories) : Stated to contain 
cyclamate calcium, 10 per cent, and sac- 
charin calcium, | per cent, with acacia as 
diluent. 


Sucaryl Calcium Sweetening Solution 
(Abbott Laboratories): Each 100 cc. of 
solution is stated to contain cyclamate 
calcium, 6 Gm., and saccharin calcium, 
0.6 Gm., preserved with 0.1 Gm. benzoic 
acid and 0.05 Gm. methylparaben. 


Sucaryl Calcium Tablets (Abbott 
Laboratories): Each tablet is stated to 
contain cyclamate calcium, 50 mg.; sac- 
charin calcium, 5 mg.; citric acid, potas- 
sium carbonate and excipients. 


*The brand name Sucaryl was formerly applied to 
the cyclamate compounds. It is now employed by 
Abbott Laboratories to designate their mixtures of 
saccharin and cyclamate salts. 
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Methylcellulose, U.S.P. (See A.D.R. ed. 
22, p. 128). 


Methyl Cellulose Solution 5% (King’s 
Specialty Company) : A solution contain- 
ing methyl cellulose, 5 per cent, in dis- 
tilled water with flavor and preservative 
added, for use as a diluent and suspend- 
ing agent for calcium hydroxide in cavity 
lining, pulp capping, and pulpotomy. 


GROUP B 


Listing of products in Group B means that 
there is insufficient evidence to justify their 
present acceptance, but there is reasonable evi- 
dence of their usefulness and safety. These 
products meet the other qualifications and 
standards established by the Council on Dental 
Therapeutics. It is the Council’s opinion that 
Group B products may be promoted for special 
use and study. 

The Council's initial consideration of prod- 


COUNCIL ON DENTAL RESEARCH 


Supplement to 


ucts which may be eligible for Group B listing 
is influenced favorably by the knowledge of 
further investigations then in progress. It is 
the policy of the Council to reconsider Group 
B products each year on the basis of new evi- 
dence which may be produced in their support. 
Classification in this category is not ordinarily 
continued for more than three years. 


GROUP C 


Listing of products in Group C means that 
the evidence is so limited or inconclusive that 
the products cannot be accurately evaluated. 
It is the Council’s opinion that Group C prod- 
ucts require further study by qualified investi- 
gators. 


GROUP D 


Listing of products in Group D means that 
they are unacceptable because of their demon- 
strated inability to meet the standards outlined 
in the provisions for acceptance. 


list of certified dental materials 


ADDITION * Since the publication of the most recent List of Certified Dental Materials, 
revised to December 1, 1956 (J.A.D.A. 54:130 Jan. 1957), the following materials 
which conform to American Dental Association Specification No. 1 for Dental Mate- 
rials have been added. 


CERTIFIED AMALGAM ALLOYS (A.D.A. SPECIFICATION NO. | ) 


Alloy Manufacturer or distributor 


Linc-Alloy Lincoln Dental Supply Co. 

New True Dentalloy The S. S. White Dental Mfg. Co. 
Silver Crown Fine Cut; 
Fine Cut Non-Zinc 
Twentieth Century Micro 
and Micro Non-Zinc 

(filings & pellets) 


General Refineries, Inc. 


The L. D. Caulk Co. 
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COUNCIL ON DENTAL TRADE AND LABORATORY RELATIONS 


Accreditation of dental laboratories 


The recent controversy caused by the promulgation by the Federal Trade Commission 
of the Trade Practice Rules for the Commercial Dental Laboratory Industry has 
stimulated considerable interest in the development and maintenance of satisfactory 
relations between the dental profession and the commercial dental laboratory group. 
In November 1954 the Association’s House of Delegates adopted the following state- 
ment of policy which emphasizes the importance of effective relations between pro- 
fession and craft: 


The American Dental Association reaffirms its position that properly planned constituent society 
programs for accrediting or approving dental laboratories, if given the wholehearted support 
of both dentists and dental laboratories, will prove to be the most practicable and effective 
device for improving the efficiency of dental laboratory services and for enhancing the pro- 
fession’s appreciation for, and confidence in, those dental laboratories which are continually 
striving to improve the quality and efficiency of their services to the profession. If successful, 
therefore, the program will serve to improve the quality and efficiency of the dentists’ services 
to the public which is the primary aim of the American Dental Association and its constituent 
societies. 


At the present time, nine constituent 
societies have adopted formal programs 
of accreditation for dental laboratories: 
Alabama; California; Southern Cali- 
fornia; Florida; Missouri; New Hamp- 
shire; North Carolina; Virginia; Wiscon- 
sin. 

A number of other constituent societies 
are developing formal accreditation plans. 
In many states where formal accredita- 
tion programs have not yet been estab- 
lished, progress in establishing satisfactory 
relations between the dental profession 
and the dental laboratory group has been 
made. It is hoped that this progress will 
result in formal programs of accreditation 
in the near future. 

The American Dental Association does 
not accredit dental laboratories. The 
Association has, however, established the 
following minimum requirements for ac- 
creditation which are intended to serve 
as guides to the constituent societies: 


1. Evidence that the applicant dental 
laboratory’s services are of reasonably high 
quality. 

2. Evidence that the applicant dental 
laboratory’s facilities and equipment are ade- 


quate to render in an efficient and satisfactory 
manner the types of services it offers to the 
profession. 

3. Evidence that the dental appliances 
fabricated or processed by the applicant den- 
tal laboratory conform to the designs, direc- 
tions, or instructions furnished by the dentists 
who order the appliances. 

4. Evidence that the applicant dental 
laboratory observes all statutes and govern- 
mental regulations which bear upon its activi- 
ties, including the prevailing standards of 
sanitation, health, labor and safety of the state 
and community in which it is located. 

5. Evidence that the applicant dental 
laboratory provides services only to licensed 
dentists (or to other dental laboratories under 
appropriate circumstances) . 

6. Evidence that the advertisements of the 
applicant dental laboratory are directed to 
licensed dentists only (or to other dental 
laboratories under appropriate circumstances). 

7. Evidence that the advertising matter 
sent or directed to the profession by the appli- 
cant dental laboratory is in keeping with the 
dignity of the relationship between the dental 
profession and the dental laboratory industry 
and craft. 


The constituent society accreditation 
programs which have been established 
are administered through the cooperative 
efforts of the constituent society and the 
local laboratory association except in 
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North Carolina and Wisconsin. Also, ex- 
cept in North Carolina and Wisconsin, a 
requirement for the accreditation of a 
laboratory is membership in the con- 
stituent society of the National Associa- 
tion of Dental Laboratories. North Caro- 
lina reportedly revoked its mandatory 
membership requirement in deference to 
some laboratories which met every re- 
quirement for accreditation except mem- 
bership in the laboratory association. 


BUREAU OF LIBRARY AND INDEXING SERVICE 


Wisconsin administers its program on a 
district or component society basis; all 
ethical laboratories are eligible for mem- 
bership. The differences in constituent 
society accreditation plans result partly 
from the need to conform with the vary- 
ing requirements of state laws. 

The Council will present the accredita- 
tion program recently adopted by the 
New Hampshire Dental Society in a 
forthcoming Council report. 


The American Dental Association Film Library 


The film, “Mandibular Prognathism,” 
reviewed in this article is only one of the 
newly acquired films available for rental 
($2.50) from the Film Library, 222 E. 
Superior St., Chicago. For films and 
slides in endodontics, orthodontics, anes- 
thesia, prosthodontics, periodontics, cleft 
palate habilitation, and oral pathology, 
consult the booklet, Audio-Visual Mate- 
rials in Dentistry and the supplement. 


FILM REVIEW 


Mandibular Prognathism * 16 mm., color, 
sound, 45 minutes. Produced in 1955 by the 
Veterans Administration. The collaborators 
were: H. N. Brownson, D.D.S.; Robert L. 
Bennett, D.D.S.; A. B. McDonald, D.D.S.; 
Howard M. Farwell, D.D.S.; James B. Taylor, 
D.D.S., and Samuel Kaplan, M.D. Photog- 
raphy by Thomas Masterson, Medical Illustra- 
tion Department of Long Beach Veterans Ad- 
ministration Hospital. Can be purchased from 
United World Films, Inc., 1445 Park Ave., 
New York 29, N. Y. 


This film demonstrates a two-stage opera- 
tion for the correction of mandibular prognath- 
ism. The film opens with a_ preoperative 


study of the patient, a 37 year old man. Front 
and profile views and intraoral photographs 
show the degree of prognathism. Roentgeno- 
grams supplement the study. The narrator 
uses a plaster model to demonstrate the steps 
to be followed in the operations. Drawings 
are used to review these steps. 

The first stage of the surgical correction, 
the intraoral procedures, which put into appli- 
cation the previous explanations, are shown 
in detail. At the completion of the first stage, 
drawings review the procedures. An ortho- 
dontic appliance is used. 

The second stage, the extraoral procedures, 
carried out six weeks later, are demonstrated in 
detail. Drawings are used to review the pro- 
cedures at the completion of the operation. 
Postoperative studies which include “before 
and after” photographs, intraoral photographs 
and roentgenograms, follow. This film is well 
organized. The photography is good since the 
viewer can see clearly all the steps in the two- 
stage operation. The results appear satisfac- 
tory. The use of photographs, drawings and 
roentgenograms before and after each stage 
of the operation increases the film’s instruc- 
tional value. It shows the close cooperation 
of the dentist, physician and hospital personnel 
in a hospital background. 

It is especially suitable for oral surgeons, 
hospital dental staffs and postgraduate stu- 
dents. Dental study clubs and dental societies 
may find it interesting program material. 
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BUREAU OF ECONOMIC RESEARCH AND STATISTICS 


The 1956 survey of dental practice 
V. Size of the dental office; 
insurance held by the dentist 


Prior to the 1956 Survey of Dental Prac- 
tice, two important questions relating to 
dental practice had not been investigated 
on a national scale: the size of dental 
offices and the types of insurance carried 
by dentists. 


SIZE OF THE DENTAL OFFICE 


In 1955, the average dental office had 610 
square feet of floor space. There was con- 
siderable variation above and below the 
mean, however, as is shown in Table 25. 
About one out of every eight dentists had 
less than 300 square feet of office space, 
and a similar proportion had more than 
1,000 square feet. 

There were significant differences by 
state and region in the amount of office 
space reported (Table 26). Among the 
states from which a sufficient number of 
returns was received to allow presentation 
of averages, the two extremes were IIli- 
nois with an average of 480 square feet 
and Georgia with an average of 820 
square feet. Other states where large of- 
fices were reported were Kansas (749 
square feet) and Florida (747 square 
feet). 

Regionally, largest offices were reported 
in the Southeast (716 square feet) and 
the Far West (685 square feet). Smallest 
offices were reported in the Central re- 
gion (532 square feet). The ranking: of 
regions with respect to size of office cor- 
relates positively with the ranking of re- 
gions with respect to number of auxiliary 
personnel employed (Table 22, Chapter 
IV). 

Nationally, dentists paid an average 
rental of $2.19 per square foot of office 


space for the year 1955 (Table 26). Re- 
gionally, highest rent per square foot was 
paid in the Far West ($2.51) followed 
by the Middle East ($2.38). Dentists in 
the Northwest ($1.71) and the Southeast 
($1.76) reported the lowest average rent 
per square foot. 

In some instances the rent per square 
foot was substantially different for states 
within the same region and even for adja- 
cent states. Dentists in Illinois reported 
paying $2.55 per square foot compared 
with $1.64 for Iowa dentists and $1.70 
for Indiana dentists. 

It will be noted that multiplying the 
mean rent per square foot by the mean 
number of square feet of office space in- 
dicates an average rental somewhat high- 
er than the figure reported in Chapter 
IV. This results from the fact that den- 
tists not answering the question on 


Table 25 ® Percentage distribution of independent 
dentists according to square feet of office space, 1955 


Cumulative 
per cent 


Per cent of 
dentists 


Square feet of 
office space 


199 3.2 3.2 

299 87 Wg 

399 14.2 26.1 

499 18.0 44.) 

599 14.2 58.3 

699 12.8 71.1 

77 78.8 

6.5 85.3 

7.1 92.4 

1,050—1,249 3.2 95.6 
1,250—2,249 3.0 98.6 
2,250— 14 100.0 


The first, second, third and fourth articles of this 
series apmpeared in The Journal for November and De 
cember 1956, January and February 1957. 
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Table 26 ® Mean square feet of office space of 
independent dentists and mean rent per square foot, 
by region and state, 1955 


Rent 
per 
Region and state square 
foot 
NEW ENGILAND........... 581 $2.02 


er 


Massachusetts............. 561 2.20 
New Hampshire... .... ° 
bd 
MIDDLE EAST...... real 594 2.38 
District of Columbio........ ° ° 
New Jersey........ 607 2.29 
547 1.98 
West Virginia.......... 
716 1.76 
820 1.73 
ree 648 1.62 
Louisiana... ... 
Mississippi... ........ 
North Carolina... . 645 1.64 
South Carolina... . 
649 1.99 
656 1.81 
SOUTHWEST 668 2.24 
Arizona....... 
New Mexico. . . 
Oklahoma..... 626 2.12 
CENTRAL. ...... 532 2.23 
Wlinois. . . 480 2.55 
Indiana. .... 627 1.70 
Michigan 562 2.53 
Minnesoto........ 507 2.00 
Missouri. . . . 509 2.24 
Me 597 2.04 
Wisconsin... .... 489 2.14 
NORTHWEST 598 1.71 
Colorado. . 515 2.34 
Kansas 749 1.56 
Montana....... 
Nebrosko......... 674 1.42 
South Dakota............ 
Wyoming....... ° 
685 2.51 
614 2.14 
UTED STATES. 610 $2.19 


*Too few replies for reliable statistics. 
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amount of office space tended to have 
lower than average rent per square foot 
or smaller than average offices. 

The average number of square feet of 
office space by number of dental chairs 
and by region is shown in Table 27. 
Roughly 200 square feet of office space 
was added for each additional chair. 


INSURANCE HELD BY THr DENTIST 


Six types of insurance were listed on 
the questionnaire, and the dentist was 
asked to check the types he owned. As 
shown in Table 28, ownership of life in- 
surance was reported by 98.0 per cent of 
the independent dentists responding; 
malpractice insurance, 94.1 per cent; ac- 
cident and sickness (disability) insurance, 
84.1 per cent; hospitalization or medical 
insurance, 75.3 per cent; dental equip- 
ment floater insurance, 71.2 per cent, and 
workmen’s compensation and employer’s 
liability insurance, 35.4 per cent. 

Among the 32 individual states with 
enough responses for reliable statistics, 
the ownership of accident and sickness 
(disability) insurance varied from a high 
of 94.0 per cent in Connecticut to a low 
of 73.1 per cent in Colorady. Regionally, 
ownership of accident and sickness insur- 
ance was highest in New England (91.1 
per cent) and lowest in the Northwest 
(80.5 per cent). Nebraska (88.6 per cent) 
was an exception to the rule in the North- 
west. 

The percentage of nonsalaried dentists 
holding accident and sickness insurance 
varied significantly by age group (Table 
29). Only 68 per cent of dentists under 
30 reported ownership of this type of in- 
surance. The proportion increased gradu- 
ally reaching a high of about 90 per cent 
among dentists 55 through 64 years old. 
Beyond age 64 the percentage declined. 

A slightly larger proportion of special- 
ists (85.6 per cent) than of general prac- 
titioners (83.9 per cent) reported having 
accident and sickness insurance (Table 
30). 


- 
ott 
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As shown in Table 28, there were sub- 
stantial state-to-state and region-to-re- 
gion differences in the proportion of in- 
dependent dentists with hospitalization or 
medical insurance (payment of medical 
or hospital expenses, such as under Blue 
Cross or Blue Shield). The percentage 
was high in New England (88.9 per cent) 
and the Middle East (81.9 per cent), 
average in the Central region (78.3 per 
cent), and relatively low in the Southeast 
(65.7 per cent), Southwest (66.5 per 
cent), (Northwest 65.9 per cent) and Far 
West (68.9 per cent). 

Ownership of hospitalization or medi- 
cal insurance was relatively low among 
the very old and the very young dentists 
(Table 29). Between these extremes, 


there was no distinct trend in ownership 
of hospitalization or medical insurance by 
age. 
A significantly greater proportion of 
specialists (80.7 per cent) than of general 
practitioners (74.9 per cent) held hos- 
pitalization or medical insurance (Table 


30). 

More than 85 per cent of the independ- 
ent dentists reported having malpractice 
insurance in all of the 32 “reliable statis- 
tics” states except Nebraska, where the 
figure was only 72.9 per cent (Table 28). 
The highest percentage was in Connecti- 
cut (99.0 per cent). 

About 97 per cent of all dentists under 
45 years of age reported having malprac- 
tice insurance (Table 29). There was a 
steady decline in ownership of malprac- 
tice insurance with age after 45. 

A slightly higher percentage of the 
oral surgeons, orthodontists and pedodon- 
tists than of the general practitioners had 
malpractice insurance (Table 30). 

The survey revealed a very great dis- 
parity in the proportion of independent 
dentists covered by workmen’s compensa- 
tion and employer’s liability insurance in 
the various states and regions (Table 28). 
A much larger proportion of the dentists 
in the Far West (72.2 per cent) reported 
having this type of insurance ‘than in any 


Table 27 * Mean square feet of office space o 
independent dentists according to number of chairs in 
1955, by region 


One 
chair 


Three 
chairs 


Four 
chairs 


Two 


Region choirs 


New England 
Middle East 
Southeast 
Southwest 
Central 
Northwest 
For West 


United States 


*Too few replies for reliable statistics. 


other region. Ranking second was the 
Middle East (44.1 per cent), followed by 
the Northwest (29.2 per cent) ; Central 
(25.6 per cent); New England (20.0 
per cent); Southeast (16.8 per cent), 
and the Southwest (12.3 per cent). 
Among the 32 separately reported states, 
California was high with 84.4 per cent 
and North Carolina low with 1.6 per 
cent. 

Ownership of workmen’s compensation 
and employer’s liability insurance also 
varied much according to type of prac- 
tice (Table 30). This type of insurance 
was owned by 34.0 per cent of the general 
practitioners compared with 52.3 per 
cent of the specialists. Among the special- 
ists, the percentage was considerably 
higher for pedodontists (75.6 per cent) 
and oral surgeons (60.8 per cent) than 
for orthodontists (47.3 per cent). 

Ownership of dental equipment floater 
insurance was reported by 71.2 per cent 
of the independent dentists and this figure 
did not vary much with state, age or type 
of practice. There was a decline with ad- 
vancing age in the percentage of dentists 
having this type of insurance, but the de- 
cline was not sharp until after age 65 
(Table 29). A somewhat larger propor- 
tion of pedodontists (85.3 per cent) car- 
ried dental equipment floater insurance 
than of dentists engaged in other types of 
practice (Table 30). 

Ninety-eight per cent of the independ- 


| 
470 583 864 
484 646 904 
463 681 935 

386 607 749 

548 632 896 
451 634 878 1,039 

= 
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Table 28 ® Percentage of independent dentists carrying specified types of insurance, by region anu state 


Hospital | Workmen's Dental 
Region and state life and tice ond | 
9 medical mpl rs | floater 
insurance liability | insurance 
NEW ENGLAND 96.9 91.1 88.9 96.3 20.0 77.2 
Connecticut 98.0 94.0 94.0 99.0 23.2 768 
Massachusetts 94.8 91.3 90.0 94.9 20.7 75.0 
MIDDLE EAST 97.7 82.0 81.9 94.3 44.) 71.1 
Maryland 100.0 87.3 73.0 93.7 31.7 77.8 
New Jersey 99.3 77.1 81.7 96.7 56.2 72.5 
New York 96.3 80.0 84.1 93.4 40.4 70.4 
Pennsylvania 99.7 87.0 82.2 95.5 51.7 71.9 
West Virginia 100.0 86.7 60.0 88.9 67 64.4 
SOUTHEAST 99.4 82.5 65.7 90.1 16.8 70.9 
Alabama 100.0 75.5 65.3 85.7 6.1 69.4 
Florida 98.2 ag 70.3 919 27.0 61.3 
Georgia 100.0 80.0 §2.0 90.0 16.0 78.0 
Kentucky 98.7 76.0 61.3 94.7 12.0 73.3 
Louisiana 100.0 755 69.4 87.8 22.5 65.3 
North Carolina 100.0 85.2 57.3 88.5 16 67.2 
Tennessee 98.6 75.3 72.6 86.3 13.7 767 
Virginia 100.0 87.7 75.3 94.5 23.3 72.6 
SOUTHWEST 99.4 81.0 66.5 913 12.3 67.4 
Arizona * * * * * * 
Oklahoma 100.0 79.3 63.7 93.) 8.6 75.8 
Texas 99.5 79.8 68.3 89.9 12.5 63.5 
CENTRAL 98.2 85.0 78.3 95.7 25.6 70.4 
Illinois 98.9 81.0 72.8 95.3 23.6 68.4 
Indiana 98.0 84.2 78.2 97.0 49.5 70.3 
lowa 99.0 85.4 73.7 94.1 18.4 747 
Michigan 97.9 85.2 82.8 97.1 20.5 70.5 
Minnesota 98.8 86.0 72.0 97.0 64.0 70.7 
Missouri 96.5 85.1 80.9 88.7 14.8 64.3 
Ohio 98.8 89.0 85.3 97.1 13.5 73.1 
Wisconsin 96.3 87.1 81.0 96.3 14.7 72.4 
NORTHWEST 98.6 80.5 65.9 87.8 29.2 71.9 
Colorado 95.5 73.1 65.7 91.0 Wg 62.7 
Idaho * * * * * * 
Kansas 98.6 80.8 71.2 93.1 96 74.0 
Nebraska 100.0 88.6 757 72.9 31.4 77.1 
Utah 100.0 73.8 66.7 90.5 35.7 619 
Wyoming * * * * * * 
FAR WEST 97.0 86.5 68.9 97.1 72.2 71.5 
California 96.7 88.3 73.4 97.8 84.4 74.6 
Oregon 100.0 80.4 54.6 95.9 41.2 60.8 


Washington : 95.8 39.0 65.2 


UNITED STATES 


*Too few replies for reliable statistics. 
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Hospital Workmen's Dental 
Age ite or comp. ond equipment 
| insurance medical employer s floater 
insurance lia bility insurance 
25—29 98.6 68.0 67.3 97.3 24.5 75.5 
30—34 98.8 77.4 73.7 97.0 47 78.4 
35—39 99.3 84.) 76.2 97.8 38.8 78.1 
40—44 99.2 85.8 80.4 97.1 416 77.7 
45—49 99.1 86.6 76.9 93.7 37.9 69.3 
50—54 99.2 88.3 73.4 93.6 75 66.0 
55—59 97.6 90.8 76.2 90.2 33.8 63.6 
60—64 95.1 90.1 758 89.8 31.2 61.7 
65—69 92.3 87.9 78.1 85.2 24.0 54.6 
70—74 88.2 714 62.3 765 18.8 41.2 
75— 13.2 


All ages 


35.4 


ent dentists responding indicated they 
carried life insurance (Table 28). In 
several states, the figure was 100 per cent. 

Life insurance ownership by age shows 
a definite pattern (Table 29). Approxi- 
mately 99 per cent of independent den- 
tists under age 55 reported having life 
insurance. Beyond that age, the percent- 
age decreased with each higher age 
group, reaching a low of 86.8 per cent 
among dentists 75 years of age and older. 
When these dentists graduated, some 50 
years ago, ownership of life insurance was 
not nearly so popular as it is today. By 
the time life insurance came to be con- 
sidered a necessity, undoubtedly many of 


Table 30 * Percentage of independent d 


tists carrying specified types of insurance, by type of practice 


the dentists now in the upper age brackets 
had become physically disqualified for 
life insurance. 

The average amounts of life insurance 
carried by dentists, according to state, 
region, age and type of practice, are 
shown in Tables 31, 32 and 33. The mean 
amount of life insurance carried by all 
dentists was about $36,000, whereas the 
figure for salaried dentists was about 
$28,000. 

These averages include dentists who 
reported they had no life insurance, The 
mean amount of life insurance for in- 
dependent dentists having life insurance 
may be obtained by dividing the amount 


t 
Accident Hospital Malprac- Den ‘al 
Type of practice and tice — 
y insurance ° medical , employer's floater 
insurance liability insurance 


General 


practitioner 98.1 83.9 749 94.0 34.0 71.0 
Specialist 97.8 85.6 80.7 95.6 52.3 73.6 
Oral surgeon 98.4 86.4 84.8 97.6 60.8 70.4 
Orthodontist 98.8 88.6 80.8 98.8 473 73.1 
Pedodontist 97.6 80.5 78.0 97.6 75.46 85.3 


Prosthodontist 


All types 98.0 


*Too few replies for reliable statistics. 


carrying specified types of insurance, by age 
98.0 84.1 753 94.1 71.2 
Ns 
— - — 
84.1 753 94.1 35.4 71.2 
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Table 31 ® Average amount of life insurance carried by dentists, by region and state 


All dentists Independent dentists 
Region and state 
Mean Median Mean Median 
NEW ENGLAND $35,947 $35,522 $30,000 
Connecticut 37,707 36,398 34,000 
Maine 
Massachusetts 33,004 32,857 30,000 
Rhode Island 
Vermont 
MIDDLE EAST 
Delaware 
Dist. of Columbio 
Maryland 
New Jersey 
New York 
Pennsylvania 
West Virginio 
SOUTHEAST 
Alabama 
Arkansas 
Florida 
Georgia 
Kentucky 
Louisiana 
Mississippi 
North Carolina 
South Carolina 
Tennessee 
Virginia 
SOUTHWEST 
Arizona 
New Mexico 
Oklahoma 
Texas 30,000 
CENTRAL 30,000 
Winois 25,000 
Indiana 34,000 
lowa 28,000 
Michigan 30,000 
Minnesota J 30,000 
Missouri 25,000 
Ohio 33,000 
Wisconsin 30,000 
NORTHWEST 28,000 
Colorado 30,000 
Idaho 
Kansas 25,000 
Montana 
Nebraska 27,000 
North Dakota 
South Dekota 
Utah 28,000 
Wyoming 
FAR WEST 30,000 
California 32,000 
Nevada 
Oregon 30,000 
Washington 25,000 


Salaried dentists 


Median 


23,060 


eee 


20,142 
* 


UNITED STATES $30,000 


*Too few replies for reliable statistics. 


$27,921 


$20,000 


Mean 
* 
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* 
* 
, ° 

* 
* 
26,442 19,000 
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28,195 

ae 26 22,000 
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Table 32 * Average amount of life insurance carried by dentists, by age 
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All dentists Independent dentists Salaried dentists 

Age 

Mean Median | Mean Median | Meon Median 

25—29 $29,369 $25,000 $31,419 $25,000 $26,674 $20,000 
30—34 40,934 35,000 41,936 35,000 30,703 20,000 
35—39 43,044 37,000 43,849 40,000 
40—44 42.598 37,000 44,304 26,000 
45—49 36,627 30,000 36,805 30,000 . 7 
50—54 32,326 25,000 32,000 25,000 ” “4 
55—59 26,093 23,000 25,762 23,000 
60—64 23,720 18,000 23,521 18,000 
65—69 21,450 16,000 20,919 16,000 
70—74 15,664 10,000 15,258 10,000 
75— 11,480 5,000 11,851 5,000 ° 

All ages $36,057 $30,000 $36,434 $30,000 $27,921 $20,000 


*Too few replies for reliable statistics. 


Table 33 * Average amount of life insurance carried by dentists, by type of practice 


Independent dentists Salaried dentists 


All dentists 
Type of practice 


Mean Median 


General 
practitioner $34,859 $30,000 

Speciolist 47,234 40,000 
Oral surgeon 50,400 40,000 
Orthodontist 58,082 50,000 
Pedodontist 42,768 35,000 
Periodontist 42,638 40,000 
Prosthodontist 30,986 18,000 


All types $36,057 


*Too few replies for reliable statistics. 


of life insurance as shown in Tables 31, 
32 and 33 by the percentage of independ- 
ent dentists having life insurance as 
shown in Tables 28, 29 and 30, and mov- 
ing the decimal point of the quotient two 
places to the right. Thus, for all inde- 
pendent dentists: 36,434—-98.0=371.78. 
The mean amount of life insurance held 
by those independent dentists having life 
insurance was $37,178. 

The mean amount of life insurance 
held did not vary greatly by region and 
state, the two regional extremes being the 
Southeast ($40,248) and the Northwest 
($32,632) (Table 31). High states were 
Georgia ($54,833) and Florida ($46,- 
137). 


Mean Median | Mean Median 


$35,040 $30,000 $27,368 $20,000 
52,527 45,000 29,527 25,000 
54,414 40,000 
59,126 50,000 ° 
49,472 41,000 


The amount of life insurance carried 
by dentists increased with age through 
age 39, when a decline set in—gradual 
during middle age but abrupt in the up- 
per age groups, reaching a low of $11,- 
480 (mean) among dentists 75 and older 
(Table 32). Indeed, the median in the 
top age bracket was only $5,000. 

The mean amount of life insurance 
held by specialists ($47,234) was con- 
siderably higher than the amount held by 
general practitioners ($34,859) (Table 
33). Among the specialists, orthodontists 
owned the most life insurance ($58,082). 

The next article in this series will pre- 
sent information on the number of hours, 
days and weeks worked by the dentist. 
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Editorials 


No funds for Institute of Dental Research 


building: penny-wise and pound-foolish 


According to the mid-January newspaper dispatches, Secretary of the Treasury 
Humphreys is concerned over the seventy-two billion dollar federal budget proposed 
for the fiscal year 1958. His concern is not surprising. It is shared, probably, by most 
of his fellow Americans—especially by those who pay the bills. Certainly it is shared 
by most members of the dental profession—not only because of what has been written 
into the budget but because of what has been written out: specifically, the four 
million dollars designed to finance a building for the Institute of Dental Research, 
an expenditure approved by Congress last year. 

The seventy-two billion dollar budget is the largest peacetime budget ever re- 
quested in the history of the nation. It is only 1 per cent below the Korean War budget 
of 1953. By far the largest item of expenditure in the proposed 1958 budget—forty- 
three billion dollars—goes for national defense, and some seven billion dollars goes 
for interest on the national debt. Toilers in the fields of health cannot help but 
speculate on the improvements in living standards that could be made if those fifty 
billion dollars could be directed toward the extermination of pestilence and poverty 
rather than toward the extermination of man. 

As it is, allocations for the Department of Health, Education, and Welfare for fiscal 
1958 are slightly more than three billion dollars, a small fraction indeed of the 
seventy-two billion dollar budget. Those interested in public health, however, cannot 
complain too greatly, as the Department of Health, Education, and Welfare will 
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receive about 23 per cent more funds than in 1957, an increase accounted for by 
larger appropriations for the Food and Drug Administration, chronic disease, 
geriatrics, air and water pollution and health services for American Indians. 

Grants for dental health activities are increased less than 7 per cent—from 
$6,026,000 to $6,430,000. In view of the sizable increase in federal appropriations 
for dental research and other dental activities in fiscal 1957, the modest increase in 
the 1958 budget was not unexpected. What was unexpected was the deletion of the 
four million dollar item for the construction of a building to house the Institute of 
Dental Research, the space and facilities of which are urgently needed. 

On two past occasions Congress has approved the structure and on two occasions 
funds have been appropriated to finance its planning—one hundred thousand dollars 
in 1949 and two hundred thousand dollars in 1956. The fact that nearly a third of a 
million dollars is tied up in preliminary planning provides another strong argument 
in favor of the early completion of the building. 

Those interested in raising the standards of dental health in America—those who 
know the needs and who can foresee the benefits of such a building—should use 
their influence to bring to fruition a national health project for which dentistry has 
labored so long and urged so earnestly. 


Dental toiletries: their use and limitations 


Twenty-eight million dollars worth of dentifrices was involved in a patent infringe- 
ment lawsuit recently settled in the United States Court of Appeals.’ Twenty-eight 
million dollars of dentifrices, the therapeutic claims for which have never been proved 
to the satisfaction of most dental researchers. The publicity produced by the litigation, 
however, has rekindled in the minds of the profession a subject of perennial interest. 
It is the subject of dentifrices. It is the superlative claims made for many of them. 
It is the effect which such claims have on every preventive dental program in the 
country and on the profession’s efforts to raise the standards of dental health in 
America. 

Although few dentists are interested in litigation involving an ancillary mouth 
hygiene product, most are interested in the fact that a gullible public has been moti- 
vated to purchase some twenty-eight million dollars? worth of a commodity the 
therapeutic claims for which are highly disputable. In this respect, however, the 
promoters of the product are no better nor worse than many of their competitors. 
All go the legal limit in their use of the superlative. The manufacturers of the denti- 
frice in question base their claims of superiority on its di-ammonium phosphate con- 
tent. Other manufacturers build their promotion on the action of other ingredients 
detergents, chlorophyll, antienzyme and fluorides—all of which have got no farther 
off the ground—anticariogenically speaking—than a lead balloon. 

Although dentistry has no desire to see competition between dentifrice manufac- 
turers develop to a degree that it results in litigation, the profession is not reluctant 
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to see such competition stimulate more and better research which eventually may 
result in a dentifrice that will perform the miracles claimed for those in the market 
today. In the meantime, copywriters should word their claims of superiority with 
sufficient restraint so as to motivate more people to brush their teeth without giving 
them a false sense of security in the brushing. 

During 1953 to 1955 inclusive, the American public spent approximately three 
quarters of a billion dollars* for oral hygiene products—dentifrices, tooth brushes, 
dental floss, mouthwashes and denture cleansers. Three quarters of a billion dollars 
in three short years is a sizable contribution to the nation’s dental health program, 
one capable of much good provided the purchasers of the products do not put full 
reliance on the therapeutic claims made for them. Dentistry has the twofold task 
of stimulating the increased use of dental toiletries and of educating the public to a 
full understanding of their limitations. 

1. United States Court of Appeals 2872 The Schiffer Press, Inc., Chicago |-16-27-100. 


2. Chicago Daily Tribune, Jan. 17, 1957. 
3. Drug Topics, August 8, 1956 


General practice: the foundation of dentistry 


The action of the House of Delegates last fall disfavoring the further fractionalization 
of dentistry through the establishment of additional specialties brings into sharp 
relief the differences of opinion held by dentists on the subject. It is understandable 
that, as dentistry progresses, certain members become interested in a particular facet 
of practice. It is understandable that those with common interests should join together 
for common benefit and that this in turn should lead to specialization and to an 
honest desire for recognition of the specialty. 

How far specialization should go, what effect it may have on the over-all practice 
of dentistry, and particularly what effect it may have on the status of general practice, 
are matters of concern to everyone interested in the growth and development of the 
profession. 

Certainly, no one questions a practitioner’s efforts to improve his education and 
training. Nor would one question the efforts of a group of dentists in that direction. 
On the other hand, specialization carried to the nth degree could bring ruination 
to general practice, a situation to be deplored. The general practitioner is and always 
will be the backbone of dental practice. 

Since 1954 the Council on Dental Education has maintained a moratorium on 
further applications from groups seeking formal recognition as a dental specialty, 
until more extended study of the problem of classifying the dental specialty groups 
can be completed. In its 1955 report, the Council, noting that applications for formal 
recognition had come from six additional groups of “specialists,” observed that 
“recognition of all these would lead to an oversegmentation of dental practice and. . . 
this would defeat the purpose of specialization both from the viewpoint of the pro- 
fession and also insofar as its function of providing service to the public is concerned.” 
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The Council hastened to assure the profession, however, that at all times “it is anxious 
to encourage advanced study in all branches of dentistry.” 

A development of great potential value in stimulating the general practitioner to 
keep up with technical developments in his profession has been the formation, in 
recent years, of study groups of general practitioners. 

One such group, the Academy of General Dentistry, was founded in Chicago 
in 1953 to emphasize the responsibility of the dentist to continue his training after 
graduation. Today the Academy has members in more than a score of states and in 
several countries in Europe and Asia. The organization has urged dental schools to 
make the cost of postgraduate study nominal, and the time of presentation of the 
courses convenient. 

Over a year ago the California Academy of General Practice was organized with 
one hundred charter members, to stress the importance of general dentistry and to 
encourage study. This group requires its members to take at least fifty hours of post- 
graduate work annually. Today the organization numbers one hundred and fifty. 

The concern for the general practitioner is well expressed by the credo of the In- 
stitute for Continuing Dental Education of the Dental Society of the State of New 
York. That credo reads in part as follows: 

A general practitioner is the symbol of dentistry—past, present and future. He is the standard 
bearer upon whom dentistry places its hopes. . . . In his hands lies the destiny of dentistry as a 
profession, as well as the oral health of the nation. 

It is he who feels the pulse beat of the dental patient and who answers to the public for 
dentistry’s failures and successes. . . . A general practitioner is responsible to himself and to 
society to keep abreast of the changing scientific scene. He must familiarize himself with new 
drugs, new technics and dentistry’s social and economic relationship to society. He must be 
aware of legislation affecting his welfare as a dentist and dentistry’s welfare as a profession. 

It is his obligation to participate in public health affairs, in civil defense and in the care of 
the indigent. It is his duty to abide by the rules and code of ethics of his dental society and the 
dental practice act of his state. Above all, he must realize that he has been granted a license 
to practice by the people and it is to them that he must account in the final analysis. 

In short, the general practitioner is dentistry. He can continue to do credit to his profession 
only by keeping pace with the changing times and by stubbornly abiding by the moral principles 
established by his predecessors. 


General practice is the foundation on which the various specialties of dentistry are 
built. No effort must be spared to make that foundation stronger and sturdier in 
order to sustain the entire structure of dentistry. 
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International Correspondence 


The heartfelt sympathy of friends and col- 
leagues both at home and abroad will go to 
the president of the British Dental Association, 
Mr. R. J. Hooker, whose wife died suddenly at 
Christmas time. 

First details of the 1957 annual conference 
of the Association are published in the current 
issue of the British Dental Journal. The meet- 
ing will take place in Newcastle on Tyne July 
1-5 when Harry Davis, F.D.S., R.C.S., a well- 
known practitioner of Newcastle will be elected 
president. 

“A year of useful work’ is the heading of 
the editorial in the British Dental Journal of 
January 1, which comments on the activities 
of the Association in the past year. It points 
out that a large amount of useful work has 
been accomplished, mostly by the members 
themselves and concludes that the Association 
has had a year of success even if some im- 
portant objectives have not been attained. 
Some of the important events during the year 
include the following. 

The Dentists’ Act of 1956. This measure, 
which has brought autonomy to the profession, 
was a milestone in the progress of dentistry, 
and, as a result of the efforts of the Associa- 
tion, the measure was much more acceptable 
to the profession than it otherwise would have 


been. 


Report of McNair Committee. The publica- 
tion of the report on dental recruitment was 
a result of the Association’s initiative in having 
this committee set up. 

The General Dental Services. The Associa- 
tion continued its work of securing adjustments 
in the regulations to benefit practitioners who 
provide the general dental services. A revised 
scale of fees becomes effective about March 1. 

The Hospital Service. For dental officers in 
the hospital consultant service, the past year 
has been valuable chiefly for the strengthening 
of the unity with their medical colleagues. 

The Public Health Service. Much has been 
done to improve the lot of those members 
of the profession engaged in the health service 
administered by local health education authori- 
ties. 

Dental Officers in the Armed Forces. These 
men now enjoy the same rates of pay at the 
beginning and end of their career as their 
medical colleagues. 

Dental Health. This year has seen the 
establishment of the dental health committee 


NEWS FROM GREAT BRITAIN 


under the chairmanship of Gerald Leatherman. 
Three subcommittees now exist—child dental 
health, under the chairmanship of Philip 
Capon; dental health education, led by 
Stewart Ross, and dental research, guided by 
Geoffrey Slack. 

The Library. The Association has one of the 
best dental libraries in the world, for which 
great thanks are due to the librarian, Lilian 
Lindsay. From its stock of 12,000 volumes of 
books and periodicals, over 5,000 are borrowed 
each year, and most are sent post free to mem- 
bers in the British Isles and in overseas forces. 


GENERAL DENTAL COUNCIL 


The General Dental Council held its third 
session November 1956, and the president, Sir 
Wilfred Fish, reviewed the McNair Report as 
it affects the Council. The Council has in- 
formed the Minister of Health of its approval 
of the recommendations regarding dental 
health education contained in the report. 

Edward Sampson, chairman of the dental 
health education committee of the General 
Dental Council, in his article called “Lo All 
Our Pomp of Yesterday,” (British Dental 
Journal, January 1) introduces some vital 
figures and controversial thoughts. He writes: 

“*The British have the worst teeth in the 
world.’ So wrote Dr. Harry Campbell as far 
back as 1936. Though the depressing fact of 
our oral frightfulness was known to dentists 
long before then, as well as being on official 
record, no improvement is obvious today, and 
this despite the fact that a National Health 
Service provides £38,000,000 annually to re- 
pairing and replacing the nation’s dental 
wreckage, and, if you share the popular awe 
of immense figures, £258,356,000 since July 
1948. Perhaps it is because our people can 
draw so easily upon state funds to remedy 
their neglect that their teeth are not more 
valued. If no dentures were available, if ex- 
traction for relief of pain in uncared-for teeth 
were expensive, Nature's teeth might be better 
cared for. 

“This cannot entirely account for British 
stupidity and apparent ignorance of rudimen- 
tary dental hygiene, for there is something 
inherent in the character of our otherwise 
reasonable people which has always led them 
to regard dentistry as a macabre joke, teeth 
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as readily expendable. ‘The British have the 
worst teeth in the world,’ but the British don’t 
care. 

“Sociologists and psychologists could prob- 
ably provide some plausible explanation of this 
paradox in our natures, this contradiction in 
behaviour which causes us to worship good 
sanitation, to make a fetish of the daily bath, 
yet permits us to have mouths disgusting to 
savages. A strange people indeed!” 

Dr. Sampson believes that the remedy lies 
in education, “in persuading people to service 
their teeth as regularly as they service their 
cars.” He points out that while a few thou- 
sand pounds are spent each year on education, 
the provision of dentures costs no less than mil- 
lions in the State service alone. 

“In a truly ideal state,” he writes, “not one 
working to the economic ideal of the welfare 
state—everyone would possess sound teeth in a 
healthy mouth, produced by correct diet and 
wise living. Such a biological paradise, like 
every other reformer’s dream, would necessi- 
tate planning, involve prohibitions, with limi- 
tations of personal freedom. . . . / Adulterated 
white bread would be banned, wholemeal 
bread enforced. . . . a diet partially composed 
of fresh vegetables made compulsory. Sale of 
sweets, with all other harmful foods, would be 
a serious offence; indeed, to provide anything 
but ‘natural’ diet would, in a dental Utopia, 
carry heavy penalties. Thus and only thus, 
might a government eliminate dental disease— 
and with it all individual liberty.” 

Dr. Sampson does not favor such measures, 
but he thinks it not unreasonable to ask a 
government which spends £38,000,000 a year 
on restorative dentistry to spend a far lesser 
sum on education in order to reduce the need 
for care. That is simple economics, he says. 

He deplores the shortage of right-minded 
dentists who are willing to preach and practice 
prophylactic dentistry. “While there are men 
who are too impatient or too tired to conserve 
first teeth, who tell mothers these are of no 
importance; while there are those who are 
seduced from conservation dentistry by easy 


exodontia and profitable prosthesis, dental 
health education will fall far short of its 
maximum usefulness.” 

Dentists must educate their patients for “in 
the ultimate issue it is the man at the chair- 
side who is the educator. By providing proper 
instruction with visionary treatment, he alone 
can create dental fitness, which means a func- 
tionally perfect mouth. Though inspired propa- 
ganda can create the demand for preventive 
dentistry, it will prove abortive if too few 
dentists are prepared to supply it.” 


ITEMS OF INTEREST 


The congratulations of the dental profession in 
the United Kingdom have been wholeheartedly 
given to Miss Gillian Sheen, L.D.S., B.D.S., 
who received a gold medal for winning the 
women’s individual foil competition at the 
1956 Olympic Games in Melbourne, and to 
Miss Thelma Hopkins, a second year dental 
student at Queen’s University, Belfast, who 
was second in the women’s high jumping com- 
petition and received a silver medal. 

Cambridge University has conferred on Mrs. 
Shirley Hughes the degree of Ph.D. for her 
thesis “The Embryology of Tooth Germs.” This 
is a fitting recognition of the splendid research 
work that Mrs. Hughes has been carrying out 
for many years. 

The many friends and colleagues both in 
Great Britain and abroad will wish to con- 
gratulate Prof. H. Humphries on being made 
a Commander of the British Empire. 

The American Dental Society of London 
held its monthly meeting in January at the 
Royal College of Surgeons, when a most in- 
teresting paper was presented by Mr. A. V. 
Everett on problems in complete denture con- 
struction. 

The International Association for Dental 
Research, British division, is holding its fifth 
meeting April 11 and 12 at Eastman Dental 
Hospital, London. 

G. H. Leatherman, 
D.M.D., F.D.S., R.C.S., F.A.C.D. 
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News of Dentistry 


Association Affairs 


FOUR CHANGES NEEDED IN 
FTC CODE, A.D.A. TESTIFIES 


Four changes are needed in the Federal 
Trade Commission’s Rules for the Com- 
mercial Dental Laboratory Industry, the 
American Dental Association testified 
February 4. 

Association representatives appeared 
at a day-long public hearing conducted in 
Chicago by the Federal Trade Commis- 
sion. The hearing was requested by the 
A.D.A. Nearly 200 people filled the ball- 
room of the Knickerbocker Hotel to 
watch the proceedings. 

During the day, 17 witnesses appeared 
before FTC Commissioner Robert T. 
Secrest; Mr. Paul Cameron, chief of the 
Trade Practices Conference Division, and 
David Stauffer, attorney of the Division. 
The witnesses presented the viewpoints of 
the Association, of several state dental so- 
cieties, the National Association of Dental 
Laboratories and a number of state 
laboratory groups. A decision by the 
Commission is expected in about 90 days. 

Representing the A.D.A. were Walter 
E. Dundon, chairman of the Council on 
Dental Trade and Laboratory Relations: 
Harry Lyons, Association President; Ray- 
mond J. Nagle, dean of the College of 
Dentistry, New York University; J. Eu- 
gene Ziegler, director of the School for 
Dental Laboratory Technicians, Univer- 
sity of California; John R. Thompson, 
chairman of the department of ortho- 
dontics, Northwestern University Dental 
School, and Mr. Renah Camalier of 
Washington, D.C., special counsel. 

The four changes in the Rules sought 
by the Association were summarized by 
Mr. Camalier as follows: (1) that the 
definition of the commercial dental labo- 
ratory industry be extended to all those 


constructing dental appliances except li- 
censed practicing dentists and their office 
personnel; (2) that the terms “design” 
and “occlusion” be eliminated and that 
the relationship between dentists and tech- 
nicians be identified clearly in the Rules; 
(3) that the portions of the Rules which 
deal with advertising allowances, dis- 
criminatory services and exclusive deals 
be eliminated as having “no meaningful 
application to transactions to which a 
dentist is a party,” and (4) that the 
jurisdiction of the Rules be expanded to 
include both ethical and nonethical seg- 
ments of the dental laboratory industry. 

Mr. Camalier was preceded by the 
other Association witnesses. Dr. Lyons 
elaborated on the need for a proper defi- 
nition of the dental laboratory industry. 
He urged inclusion in the Rules of a 
statement recognizing the “impact of 
state dental laws on the relation between 
the dentist and the dental laboratory.” 

These state laws, he pointed out, “pro- 
vide that the manufacture of a dental 
appliance is part of the practice of den- 
tistry, and that an unlicensed person may 
not engage in any phase of the manufac- 
ture of a dental appliance unless he does 
so at the direction and under the super- 
vision of a licensed dentist.” 

“The Association will vigorously pro- 
test the continuation of the Rules in their 
present form,” he said, “and will regard 
as equally objectionable modified Rules 
which do not accurately reflect the limi- 
tations imposed by state dental laws on 
the function of . . . laboratories.” 

Dr. Dundon reminded the Commission- 
ers that the American Dental Association 
is formally charged in its charter and by- 
laws with the “improvement of the health 
of the public.” He warned that in their 
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The American Dental Association presented its case for revision of the Federal Trade Commission's 
Rules for the Commercial! Dental Laboratory at an FTC hearing February 4 in Chicago. Reasons for 
the needed revisions were presented by (seated, |. to r.): Raymond J. Nagle, dean of the College 
of Dentistry, New York University; Herry Lyons, Association president; John R. Thompson, chair- 
man of the department of orthodontics, Dental School, Northwestern University, Chicago; J. 
Eugene Ziegler, director of the School of Dental Laboratory Technicians, University of California, 
Los Angeles, and Walter E. Dundon, Chicago, chairman of the Association's Council on Dental 
Trade and Laboratory Relations. Acting as consultants were (standing): F. R. Aldrich of Columbus, 
Ohio; Clyde H. Schuyler of New York, and Renah Camalier of Washington, D. C., special counsel. 


present form the “Trade Practice Rules 
may adversely affect the discharge of this 
obligation.” 


NADL Testimony + The National Asso- 
ciation of Dental Laboratories, repre- 
sented by Mr. Kelley E. Griffith of 
Washington, D.C.., its counsel, also sought 
revision of the Rules. Mr. Griffith recom- 
mended that the terms “construction and 
manufacture” be substituted for “design 
and manufacture” in the description of 
the task of the laboratories. Additionally, 
he proposed that the word “articulation” 
be substituted for the present term 
“occlusion.” 

Mr. Griffith said that the NADL 
agreed with the American Dental Asso- 
ciation’s proposal to exempt licensed 
practitioners of dentistry from the Rules 
but felt that the suggested language was 
too broad. He urged retention of the sec- 
tions of the Rules dealing with advertis- 


ing and discriminatory deals as their 
elimination would mislead members of 
the industry into believing that such rules 
did not apply. He agreed with the Asso- 
ciation that the Rules should contain a 
reference to the role of state laws in de- 


fining the relation between dentistry and 
the craft. 


State Dental Societies * Charles A. Wil- 
kie, secretary of the Dental Society of the 
State of New York, testified that his so- 
ciety “heartily supports and endorses the 
A.D.A. position.” Dr. Wilkie was fol- 
lowed by Louis Brach of Jersey City, who 
said he was chairman of a special com- 
mittee in New Jersey and of an interstate 
committee, including Massachusetts, New 
Jersey, Maryland, Delaware and the Dis- 
trict of Columbia, which seeks outright 
repeal of the Rules as “definitely inimical 
to the dental health of the public and the 
profession as well.” 
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Additional Testimony * During the after- 
noon session eight additional witnesses, 
representing state laboratory groups in 
New York and New England, testified in 
favor of retention of the Rules in thei 
present form. 

Opposing the A.D.A.’s_ request for 
modification of the Rules were Mr. Eric 
Blau of New York, director of industrial 
and public relations of the Dental Labo- 
ratories of the State of New York; Mr. 
Hugo Garganese of Providence, repre- 
senting the Associated Dental Labora- 
tories of Rhode Island; Ronald S. Gray of 
Melrose, Mass., of the Dental Laboratory 
Association of the State of Massachusetts ; 
Mr. Earl Wilcox of Hartford, who said 
he represented 81 dental laboratory op- 
erators in Connecticut; Mr. Meyer 
Tescher of New York, president of the 
Dental Laboratory Association of the 
State of New York; Mr. Linn Eliason of 
Portland, past president of the Associated 
Dental Laboratories of Maine; Mr. 
Marvin Peck, of Hartford, president of 
the Connecticut State Dental Laboratory 
Association, and Mr. Ben Sternberg of 
New York City, a laboratory owner. 


A.D.A., N.A.D.L MEET; PLAN 
SERIES OF CONFERENCES 


A schedule of future conferences between 
the American Dental Association and the 
National Association of Dental Labora- 
tories to deal with programs for certifica- 
tion and accreditation of dental labora- 
tory technicians and laboratories will be 
developed within 30 days, according to a 
joint statement of the two associations. 
The statement was issued at the close 
of a February 3 conference held at the 
A.D.A. headquarters in Chicago. At the 
initial conference, short papers outlining 
problems pertaining to technicians and 
laboratories were presented by represent- 
atives of each group. Informal discussion 
followed, which the associations said 
pointed “to the complexity of the prob- 
lems” and indicated the need for a series 


of conferences “to study the details of 
the several problems presented and sub- 
sequently to develop solutions acceptable 
to both the profession and the craft in 
the interest of public welfare.” 

The A.D.A-NADL statement said, “The 
conferees met in an unusually fine atmos- 
phere of amity and cordiality.” 

Conference participants were: Mr. 
Nathan Cooper, president, and other Na- 
tional Association of Dental Laboratories 
officials and representatives including 
Mr. J. F. Auderer, Jr., Mr. Horace Den- 
ner, Mr. Homer Dickson, Mr. Harold 
Eiserloh, Mr. Kelley E. Griffith, Mr. Paul 
L. Jones, Mr. George Klein, Mr. Arthur 
Koorse, Mr. Don Neuenschwander, Mr. 
Ralph Rothstein, Mr. Max Schoenfeld, 
Mr. Paul A. Slone, Mr. G. Paul Stough, 
Mr. Meyer Tescher, and Mr. Victor Van 
Fleet; and Harry Lyons, president, and 
several trustees and other American Den- 
tal Association officials including John 
Abel, William R. Alstadt, Herbert Bain, 
Bernard Beazley, Herbert Bunker, Ber- 
nard Conway, Walter Dundon, Rudolph 
Friedrich, Howard Higgins, Harold 
Hillenbrand, Paul Jeserich, Carl Laugh- 
lin, Lon W. Morrey, Harold Oppice, 
Shailer Peterson, Arthur Schopper, Regi- 
nald Sullens, Lewis Thom, and Robert 
Wells. 


MAY WORKSHOP TO DEAL WITH 
LAB ACCREDITATION PLANS 


A special conference to deal with the As- 
sociation’s policies on accreditation of 
dental laboratories and its programs for 
maintaining proper relations between the 
profession and the craft has been sched- 
uled for May 6-8, announces Walter E. 
Dundon, chairman of the Council on 
Dental Trade and Laboratory Relations. 
The conference will be held in Chicago, 
Dr. Dundon states. A two day meeting of 
the Council will follow the workshop. 
Meanwhile, the Council has made 
available to interested persons copies of 


two publications, Principles for Guidance 
of Constituent Societies in Formulating 
and Administering Programs for Accred- 
iting or Approving Dental Laboratories 
and Program for Maintaining Proper and 
Effective Relations Between the Dental 
Profession and the Dental Trade and 
Laboratory Groups. Copies are available 
on request to the Council at the Central 
Office. 


ASSOCIATION TESTIFIES ON 
NEED FOR NIDR BUILDING 


As THE JOURNAL went to press, Associa- 
tion representatives were preparing testi- 
mony, to be presented within a few days, 
urging a Congressional committee to ap- 
prove appropriation of funds for a build- 
ing for the National Institute of Dental 
Research. 

Slated to lead off for the Association 
was Harry Lyons, dean of the School of 
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Dentistry, Medical College of Virginia, 
and Association president. Hearings are 
now being held by the subcommittee on 
health of the House Appropriations Com- 
mittee on the proposed budget for the De- 
partment of Health, Education and Wel- 
fare, which includes the askings for NIDR 
activities. 

The Association also is urging increased 
funds for the extramural program of the 
NIDR, primarily for its training grants 
program, under which grants are made 
to schools for the training of researchers. 


RETIREMENT BILL PASSAGE 
URGED BY 25 SOCIETIES 


Resolutions urging passage of a measure 
to aid self-employed persons in setting up 
their own retirement plans have been 
sent by 25 dental societies to members of 
Congress. The measure, known as the 
Jenkins-Keogh bill, would allow self-em- 


All Air Force dental officers at Little Rock Air Force Base, Little Rock, Ark., either renewed or 
applied for membership in the American Dental Association January 29. They will become members 
of the national organization through membership in the Arkansas State Dental Association and the 
Central District Dental Society. The three civilian dentists shown with the officers are (I. to r.): 
William R. Alstadt, Association president-elect; E. D. Jernigan, president of the Centra! District 
Dental Society, and F. R. Bollen, society secretary. The Air Force dentists are (!. to r.): H. B. 
Steele; L. |. Brant; M. L. Bennack; M. E. Petrovsky; George App; J. D. Curl; C. D. Disheroon, base 


dental surgeon; C. H. Keener, and G. N, Brinker. 
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ployed persons to deduct from yearly in- 
come a limited tax-free amount to be 
placed aside in a retirement fund. ‘Taxes 
would be paid when the individual re- 
tired and began collecting his pension. 
The measure would allow the self-em- 
ployed to obtain benefits similar to those 
enjoyed by employees of corporations 
with pension plans. At least eight of the 
society resolutions have appeared in the 
Congressional Record at the request of 
Congressmen. 


A.D.A. OFFICIAL NAMED TO KEY 
POSTS IN CONVENTION GROUPS 


John J. Hollister, American Dental Asso- 
ciation business manager, has been named 
to key posts in two convention organiza- 
tions. The newly formed Professional 
Convention Management Association, 
composed of representatives of leading 
national health groups, chose him for its 
first secretary January 25 at a founding 
meeting in Philadelphia. Purpose of the 
organization is to provide for the better 
conduct of conventions serving profes- 
sional health organizations and _ allied 
groups. 

In Philadelphia, Mr. Hollister was also 
chosen chairman of the 1958 conference 
of the Advisory Council on Medical Ex- 
hibits. The council is composed of leading 
exhibitors and exhibit managers in the 
dental, medical and associated fields. 


SEE EXPANDED USE OF 
NATIONAL BOARD EXAMINATION 


An expanded use of the National Board 
Examinations was forecast last month at 
a meeting in Chicago of the Council of 
the National Board of Dental Examiners. 
The increased use of the examinations 
was predicted by Council chairman Rob- 
ert I. Humphrey of Chicago after the 
Council revised the rule requiring full 
citizenship of those who take the exami- 
nations. 


All applicants are still required to be 
students in or graduates of dental schools 
approved by the Council on Dental Edu- 
cation, Dr. Humphrey said. 

In taking its action, the Council 
pointed out that citizenship requirements 
vary from state to state, and that it was 
appropriate, therefore, to leave such re- 
quirements to the jurisdiction of the 
states. 

It was reported to the Council that 
9,580 applicants took the National Board 
examinations in 1956, the largest number 
ever to be tested. 

In a second action, the Council ap- 
proved the experimental edition of the 
test entitled “Principles of Medicine— 
Physical Diagnosis.” The test will be 
tried out in 15 dental schools. Results 
will be analyzed for validity and reliabil- 
ity before the test is included in the Na- 
tional Boards. 


NEARLY $84,000 PAID FROM 
RELIEF FUNDS, COUNCIL HEARS 


Nearly $84,000 was paid out to dentists 
in 1956 from the national and state so- 
ciety relief funds, it was reported at the 
February 17 and 18 meeting in Chicago 
of the Council on Relief. 

H. R. Bleier of Milwaukee, Council 
chairman, stated that $41,743 had been 
paid by the American Dental Association 
Relief Fund to match amounts contrib- 
uted by constituent societies. 

Dentists who received aid in 1956 
ranged in age from 29 years to 91 years. 
The average age was 68, Dr. Bleier said. 
The greatest amount received by a dentist 
from the combined funds was $200 a 
month; the smallest, $20 monthly. The 
most common amount was $100. Pay- 
ments were made to 106 individuals. 

Dr. Bleier announced also that con- 
tributions to the Golden Anniversary Re- 
lief Fund Drive totaled $117,751.82 as 
of February 15, an amount well over the 
$100,000 goal. The goal was met faster 
than in any previous drive, he reported. 
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A.D.A. SHOWS DENTIST’S ROLE 
IN EXHIBIT FOR SMITHSONIAN 


The role of the dentist in maintaining 
health will be portrayed in a special ex- 
hibit being prepared by the American 
Dental Association for display at the 
Smithsonian Institution in Washington, 
D. C. The three-paneled exhibit, which 
shows the dentist in research, prevention 
and treatment of disease and in com- 
munity health, will be in the Hall of 
Health some time in April with similar 
exhibits showing the role of other health 
workers. Two million people visit the 
Smithsonian Institution’s health exhibits 
each year. 


DENTAL EDUCATORS EXPLORE 
SOURCES OF FINANCIAL AID 


The financial needs of dental schools are 
great, and every possible source of sup- 
port must be explored if those needs are 
to be met, a panel of dental educators 


asserted February 4. Possible sources in- 
clude federal and state appropriations, 
foundation support, the Fund for Dental 
Education, business and industry and 
alumni of dental schools, said panel mem- 
bers. 

Speaking on “What sources of finan- 
cial support for dental education are 
available?” at the Thirteenth Congress 
on Dental Education and Licensure at 
the Conrad Hilton Hotel, Chicago. were: 

Joseph F. Volker, dean of the School 
of Dentistry, University of Alabama; 
Raymond J. Nagle, dean of the College 
of Dentistry, New York University; May- 
nard K. Hine, dean of the School of Den- 
tistry, Indiana University, and J. Willard 
King, president of the United Fund of 
Evanston. Harold W. Oppice, a member 
of the Council on Dental Education and 
a past president of the American Dental 
Association, served as moderator. 

The 45 dental schools in the United 
States have an estimated need for nearly 
$85,000,000 for construction and _re- 
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modeling of their education and research 
facilities, Dean Volker said, adding: 

“It is obvious that American dental 
schools have need for increased operating 
funds. Tuition and fees contribute only 
22 per cent to 43 per cent of the budgeted 
monies. Although clinic income has made 
a substantial contribution to dental school 
operating funds in the past, a limited 
amount of support is received presently 
from these sources. The greatest portion 
of dental school income is from state ap- 
propriation or university subsidy.” 

Dr. Volker pointed out that federal 
programs are now contributing funds for 
dental service and research programs and 
that grants for dental educational facili- 
ties from the same source seem inevitable. 
The training of dental teachers and re- 
search workers with federal subsidy is 
possible, the dean said. “The action of 
certain states in giving financial support 
to the operating budgets of dental schools 
under regional agreements is most en- 
couraging,” he added. 

Foundations whose interest is in the 
geographic locality of the dental school or 
in the educational institution with which 
the dental school is affiliated provide the 
best opportunities for support of dental 
education programs, said Dean Nagle. 
“Foundation trustees who are known 
friends of dentistry or of your dental 
school in particular provide excellent 
avenues of approach for support,” he 
stated. 

Of the 4,162 foundations existing in 
1955, only six so much as mentioned den- 
tistry, said Dean Hine. He said the Fund 
for Dental Education, recently organized 
as a foundation by the American Associa- 
tion of Dental Schools, would prove to be 
a valuable asset for dental education, and 
deserved the support of everyone inter- 
ested in dental education. 

The fear that the federal government 
would try to interfere in the work of den- 
tal schools to which it contributed funds 
was unfounded, it was declared by Dean 
Volker and Russell A. Dixon, dean of the 
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College of Dentistry, Howard University. 

An afternoon panel dealt with “What 
activities would promote the most effec- 
tive relationship among the state dental 
examining boards, the state dental so- 
cieties and the dental schools?” 

Participants were Robert H. Davis, 
president, West Virginia State Dental So- 
ciety; Russell I. Todd, past president, 
American Association of Dental Ex- 
aminers; Harold J. Noyes, dean of the 
Dental School of the University of 
Oregon, and James D. Kelly, president of 
the Wisconsin State Dental Society. Carl 
A. Laughlin, chairman of the American 
Dental Association’s Council on Dental 
Education, served as moderator. 

Panelists agreed that close liaison be- 
tween dental societies, schools and state 
boards would promote the attainment of 
the common objective of both—the pro- 
tection of the public from unethical and 
unqualified persons. Among activities to be 
undertaken would be the joint sponsor- 
ing of short courses for dentists, in which 
the experience of teachers, practitioners 
and examiners might be pooled; joint 
meetings to discuss policies of each group 
and the use of each others’ facilities for 
activities of each. A further suggestion 
was that the responsibilities of state 
boards be reviewed to determine whether 
they have adequate financing. The drive 
to find funds is a task in which the so- 
cieties must take a major part, it was 
suggested. 


MODERNIZE BOOK DESIGNED 
FOR RECEPTION ROOM READING 


Teeth, Health and Appearance, a book 
long popular for reception room reading, 
will appear in a revised edition about 
mid-March, announces Perry Sandell, 
director of the Bureau of Dental Health 
Education. The 48 page, hard cover vol- 
ume has a modernized format and new 
illustrations; about half these are in color. 
The book is designed for reading by teen 
agers and adults. The many dental health 
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problems of, its readers are discussed in 
terms of solutions possible when dentist 
and patient work together. The revised 
book is expected to sell for $3.50 and may 
be obtained from the Order Department 
at the Central Office. 


ITEMS IN 159 PERIODICALS 
COMPILED IN 1956 INDEX 


The 1956 Index to Dental Literature, 
available this month in a bound volume, 
contains references to nearly 6,000 items 
which appeared in 159 publications dur- 
ing the year, announces Donald Wash- 
burn, director of the Bureau of Library 
and Indexing Service. 

Items are listed both by author and 
subject. Cross-references are included to 
facilitate use of the Index, Dr. Washburn 
reports. In all, there are approximately 
12,000 entries. These include articles, 
editorials, reprints, abstracts and obitu- 
aries. Additionally, articles from DENTAL 
ABSTRACTS, newest publication of the 
Association, which appeared originally in 
languages other than English, also have 
been listed. Thus the user of the Index 
has access to literature references not 
previously available. 

A list of dental books published in Eng- 
lish during the year also is included. The 
Index, which is published quarterly, and 
in a bound edition at the end of the year, 
may be obtained from the Subscription 
Department at the Central Office. Sub- 
scription price is $20 for the quarterly 
cumulative service; for the annual bound 
volume, $10. 


BROCHURE LISTS NEW 
AUDIO-VISUAL MATERIALS 


Audio-visual materials added to the Asso- 
ciation’s Film Library since 1954 are 
listed in a new supplement to the 
brochure Audio-Visual Materials in Den- 
tistry, prepared by Helaine S. Levin, Film 
Librarian. Included are 68 new film titles, 
15 new slide titles and three film strips. 
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Additionally, the brochure lists films and 
slides which have been cleared for tele- 
vision. 

New features of the brochure include 
suggestions for materials suitable for use 
in the dentist’s office for education of pa- 
tients, descriptions of inexpensive audio- 
visual equipment for such use, an ex- 
planation of how films are previewed and 
selected by the Film Library and a list of 
sources from which audio-visual mate- 
rials may be obtained. The publication 
also contains the names of books and 
magazines useful as references in the 
preparation and use of audio-visual mate- 
rials. 


DENTAL ABSTRACTS PROVIDES 
EDUCATION IN A CAPSULE 


DENTAL ABSTRACTS, the Association’s pub- 
lication which selects and digests articles 
each month from the world dental litera- 
ture, provides the busy practitioner with 
“education in a capsule,” according to 
Lon W. Morrey, Association editor. 

“The busy dentist doesn’t have time to 
read the hundreds of articles which ap- 
pear in dental journals each month, yet to 
carry out his work effectively he must 
keep abreast of latest knowledge and 
technics in dentistry,” the editor pointed 
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out. “DENTAL ABSTRACTS was designed to 
solve this problem. By condensing articles 
from dental and allied periodicals and 
by publishing them in a single magazine, 
the publication in a sense provides the 
dentist with an education in a capsule. 
He gets an overview of what is happening 
in world dentistry and, in addition, can 
read articles of particular importance to 
him in their original full length by send- 
ing to the Association’s library for them.” 

Subscriptions to DENTAL ABSTRACTS 
may be obtained for $6 in the United 
States; $7 abroad, from the Subscription 
Department at the Central Office. More 
than 6,500 dentists now subscribe to this 
monthly publication. 


Susscripts * William R. Alstadt, Asso- 
ciation president-elect, will address the 


twelfth national conference on rural 
health of the American Medical Associa- 
tion Council on Rural Health March 7-9 
in Louisville, Ky. Title of Dr. Alstadt’s 
talk is “Dental Health and Farm Fam- 
ilies.” ... An address by Rudolph H. Fried- 
rich, secretary of the Council on Dental 
Health, before the midyear conference of 
presidents and secretaries of the Ameri- 
can Hospital Association February 4 and 
5 will be published in the April issue of 
A.H.A.’s magazine Hospitals. 


My check is enclosed.* 


Name 


Use this handy coupon to subscribe to Dental Abstracts* 
AMERICAN DENTAL ASSOCIATION, Subscription Department C 
«<2 East Superior Street, Chicago 11, Illinois 


Please enter my subscription to DENTAL ABSTRACTS for one year. 


Address 


City, zone and state____ 


*Subscription rate is $6 in U.S., $7 abroad 


* For information about this new magazine see the back cover of this issue. 
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Dental Societies 


HARRY LYONS TO BE CITED 
AT VIRGINIA BANQUET 


Harry Lyons, president of the American 
Dental Association, will be honored at 
the annual banquet of the Virginia State 
Dental Association April 29. The ban- 
quet, planned for Dr. Lyons by the society 
as an “expression of its pride in his dis- 
tinguished leadership,” is part of a three 
day state meeting at the Cavalier Hotel 
in Virginia Beach. Dr. Lyons is a native 
of Virginia. 


INDIANA RESEARCHERS WIN 
CHICAGO SOCIETY AWARD 


Ralph W. Phillips, associate professor and 
chairman of the department of dental 
materials, University of Indiana School 
of Dentistry in Indianapolis, and Marjorie 


L. Swartz, instructor of dental materials 
at the school, were presented with the 
Chicago Dental Society’s annual research 
award during the society’s Midwinter 
Meeting February 3-6. 

Dr. Phillips won the $500 award in 
1948 and is the first repeat winner. The 
current citation was for experiments 
showing that when fluoride is present in 
dental restorative materials there is a 
lowered incidence of recurrent decay. 

The Chicago Dental Society’s Midwin- 
ter Meeting recorded the biggest registra- 
tion since the World’s Fair year of 1933. 
About 16,000 dentists and representatives 
of allied groups were in attendance. One 
of the largest scientific gatherings in the 
world, the four day meeting featured 
some 250 scientific and technical exhibits. 
Essays and demonstration clinics were 
emphasized on the scientific program. 


Among participants in the January 18 and 19 workshop of district officers, sponsored by 
the council on dental health of the Missouri State Dental Association, were (I. to r.): 
Lynn Temple of Springfield, Mo., chairman of the state group's council on dental health; 
Max Kornfeld of St. Louis, president of the state society; Rudolph Friedrich, secretary, 
American Dental Association's Council on Dental Health: Harry Klenda of Wichita, 
Kan., president of the American Academy of Dental Practice Administration, and Perry 
Sandell, director, American Dental Association Bureau of Dental Health Education. 


The workshop was held in Jefferson City, Mo. 
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The society’s committee on dental 
health education reported to the meeting 
that than 200,000 Chicagoland 
school children received dental inspec- 
tions from the society as a public service 
during the past year. 

Edward W. Luebke, society president, 
announced that Chicagoans have fi- 
nanced approximately one million dollars 
in dental work during the first 21 months 
of the dental budget plan carried out by 
the society in cooperation with the First 
National Bank of Chicago. 

Robert L. Kreiner served as general 
chairman of the Midwinter Meeting, and 
Lyle W. McNamara was chairman of the 
program committee. 


more 


CAMDEN, N. J., DENTAL CLINIC 
DEDICATES NEW BUILDING 


The Camden (N. J.) Free Dental Clinic 
on February 6 dedicated a new dental 
clinic building as part of its celebration 
of National Children’s Dental Health 
Week. The Clinic, organized in 1880 by 
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Camden dentists, provides free dental 
services for the indigent. Clinic president 
is Carl E. Trebing, Jr. The secretary is 
Alex A. Colalillo. 


Susscripts * Eight hours of closed cir- 
cuit color television is a high light of the 
March 26-29 Greater Philadelphia den- 
tal meeting at the Sheraton Hotel. The 
program is provided by Smith-Kline- 
French Co. Albert L. Borish of Phila- 
delphia is general chairman. . . . The 
Vermont State Dental Society meets 
May 26-28 at the Equinox House in 
Manchester, Vt. . . . More than 18 mil- 
lion dollars in dental health care has been 
financed through the Los Angeles County 
Dental Society’s postpayment plan dur- 
ing its six years of operations, officers of 
the plan report. . . . The Metropolitan 
District Dental Society, a component of 
the Massachusetts State society, feted 
noted oral surgeon Kurt H. Thoma at a 
testimonial dinner January 23 in Boston. 
Over 300 New England dentists attended. 


Dental Education 


DEANS OF SOUTHERN SCHOOLS 
FORM PERMANENT CONFERENCE 


Deans of nine southern dental schools at 
a meeting January 12 and 13 formed a 
permanent organization, the Southern 
Conference of Dental Deans. The in- 
corporated organization will provide a 
means for the exchange of ideas and for 
the implementation of improved dental 
education programs in the South. Previ- 
ously, the deans had met on a more in- 
formal basis. 

Member deans are from the following 
dental schools: University of Louisville, 
University of North Carolina, Medical 
College of Virginia, Emory University, 
University of Tennessee, University of 
Alabama, Loyola University (New Or- 


leans), Baylor University and the Uni- 
versity of Texas. 

Officers for the coming year are John 
V. Olson, dean, University of Texas Den- 
tal Branch, president; James T. Ginn, 
dean, College of Dentistry, University of 
Tennessee, vice-president, and Arthur H. 
Wuehrmann, assistant dean, University 
of Alabama Medical Center, secretary- 
treasurer. 


PANEL, CASE REPORTS PART 
OF DRUG THERAPY SYMPOSIUM 


A panel of dentists and physicians will 
discuss medications for diseases of dental 
origin during a day-long meeting spon- 
sored by the Indiana University School 
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of Dentistry March 13. The program will 
be held at the Indiana State Board of 
Health building in Indianapolis. 

The panelists will discuss drug therapy 
for a number of case histories presented 
to it, involving gingivostomatitis, acute 
facial cellulitis, dry socket and complica- 
tions after the removal of teeth. 

Additionally, three essays will be pre- 
sented. Participants in the program in- 
clude R. S. Ping, D.D.S., department of 
oral surgery, Indiana University School 
of Dentistry; J. Roy Doty, Ph.D., secre- 
tary, American Dental Association Coun- 
cil on Dental Therapeutics; C. J. Carr, 
Ph.D., chairman, pharmacology depart- 
ment, Purdue University School of 
Pharmacy, and Ralph Frickenstein, 
D.D.S., Indianapolis General Hospital. 

Others are: Estell E. Morris, D.D.S., 
and Jackson Todd, D.D.S., of the Indiana 
University dental school and medical 
center, respectively; D. C. Hines, M.D., 
V. C. Hackney, M.D., and Arthur J. Bap- 
tisti, Jr., M.D., of Eli Lilly & Co.; R. S. 
Griffith, M.D., and E. M. Gruber, Jr., 
M.D., of Lilly Laboratory for Clinical 
Research. 


MAY 26 TESTIMONIAL HONORS 
L. R. MAIN, ST. LOUIS DEAN 


Lee Roy Main, dean of the St. Louis 
University Dental School, will be honored 
May 26 at a dinner climaxing the annual 
St. Louis University Dental Alumni meet- 
ing. Dr. Main celebrates his fiftieth year 
of dental practice in June. 

In addition to his deanship, Dr. Main 
currently holds the presidency of the 
American Association of Dental Schools. 
He is a past president of the St. Louis 
Dental Society and a past vice-president 
of the Missouri State Dental Association. 
In 1948, he was chairman of the Amer- 
ican Dental Association’s Section on 
Roentgenology. 

He serves as consultant to the John 
Cochran VA Hospital in St. Louis and 


Lee Roy Main 


formerly was consultant to the American 
Dental Association’s Council of the Na- 
tional Board of Dental Examiners. 

Among Dr. Main’s professional affilia- 
tions are the American Society for the 
Advancement of Oral Diagnosis, the 
American Association for the Advance- 
ment of Science, the American Associa- 
tion for Dental Research and the Fédéra- 
tion Dentaire Internationale. 


B. E. LISCHER, EX-DENTAL DEAN, 
HONORED BY ST. LOUIS SCHOOL 


Benno Edward Lischer, dean emeritus of 
the Washington University School of 
Dentistry (St. Louis), was one of seven 
faculty members honored for “outstand- 
ing achievement and service” at the Uni- 
versity’s annual Founders’ Day observance 
February 20. The award was made by the 
Alumni Federation. 

Dr. Lischer, a pioneer in the study of 
orthodontics, retired as dean of the 
School of Dentistry in 1945. He is the 
author of three textbooks and a frequent 
contributor to professional publications. 
In 1951, he received the Albert H. 
Ketcham Award, highest award of the 
American Association of Orthodontists. 
In 1956, he was cited for 50 years of serv- 
ice to his profession by the St. Louis Den- 
tal Society. 

The 80 year old orthodontist is a grad- 
uate of Washington University’s dental 
school. He has served as president of the 
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American Association of Orthodontists 
and the American Association of Dental 
Schools. He is a Fellow of the American 
Association for the Advancement of 
Science. Among his other professional 
affiliations are the International Associa- 
tion for Dental Research and the Amer- 
ican Medical Association. 


GRADUATE STUDY FELLOWSHIPS 
OFFERED BY VIRGINIA SCHOOL 


The Medical College of Virginia Schooi 
of Dentistry in Richmond offers fellow- 
ships for graduate study. The fellowships, 
made available in part through a dental 
research and teacher training grant from 
the National Institute of Dental Research, 
provide annual stipends of $4,000 to 
$5,000. Students receiving fellowships 
may work toward M.S. or Ph.D. degrees. 
Information on the program may be ob- 
tained from H. T. Knighton, director of 
graduate instruction, at the school in 
Richmond. 


SHORT COURSES SCHEDULED 
FOR PRACTICING DENTISTS 


Alabama * May courses announced by the 
University of Alabama School of Dentistry in 
Birmingham are emergency care in the dental 
office May 4-6 and practical root canal therapy 
May 11-13. Emanuel Cheraskin teaches the 
May 4-6 course; Adeeb E. Thomas, the May 
11-13 program. 


Columbia + Columbia University School of 
Dental and Oral Surgery in New York offers 
a course in the management of temporoman- 
dibular joint disorders by Laszlo Schwartz 
May 1-3. The diagnostic and therapeutic pro- 
cedures developed as a result of investigations 
at the temporomandibular joint clinic will be 
presented. Registration deadline is April 9. 


Indiana * April 17 and 18 are the dates of a 
postgraduate course in endodontics to be 
taught at Indiana University School of Den- 
tistry in Indianapolis. The course is an ele- 
mentary one for those interested in learning 
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or reviewing the fundamentals of endodontics. 
It will include lectures, discussions and demon- 
strations. Harry J. Healey will lead a faculty 
of seven. 

The school has announced a symposium on 
crown and bridge construction on April 3 at 
the Indiana State Board of Health Building 
in Indianapolis. Two approaches to advanced 
treatment in oral rehabilitation will be dis- 
cussed as well as the clinical and laboratory 
aspects of new impression materials. 


Pennsylvania * The School of Dentistry, Uni- 
versity of Pennsylvania, in Philadelphia an- 
nounces a postgraduate course in immediate 
root resection June 3-8. Louis I. Grossman, 
Leonard Parris and associates will instruct. 
The course is designed to teach dentists a 
simplified root resection technic and to give 
them clinical practice in the completion of 
the entire procedure in one hour. Participation 
is limited to those who previously have taken 
a postgraduate course in endodontics. 


Washington * Occlusal equilibration will be 
taught at the School of Dentistry, Washington 
University in St. Louis, May 6-8. Harold R. 
Schreiber, who will direct the course, is as- 
sistant professor of anatomy in the school and 
is a specialist in periodontics and oral diag- 
nosis. June 3-7 the school offers a course in oral 
surgery designed for the general practitioner. 
It will be directed by Leroy W. Peterson, 
clinical professor of oral surgery. 


Washington * The American Cancer Society, 
Washington division, and the University of 
Washington School of Dentistry in Seattle will 
present their eighth annual refresher course in 
cancer of the oral region March 30 and 31. 
James R. Hayward, professor of oral surgery 
at the University of Michigan School of Den- 
tistry and director of the section of oral surgery 
at University of Michigan hospital, will teach 
along with members of the Washington school’s 
faculty. The course will include lectures, a 
panel discussion and a question and answer 
period. 


Susscripts * The thirty-fourth annual 
meeting of the American Association of 
Dental Schools will be held March 24-27 
at the Haddon Hall Hotel in Atlantic 
City, N.J. Lee Roy Main, dean of the 
School of Dentistry, St. Louis University, 
is president of the group. Z. John Greg- 
ory, a faculty member of the School of 
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Dentistry, Temple University, is meeting 
chairman. The Eighth Berkshire 
Conference in Oral Pathology and Perio- 
dontology, sponsored by Tufts University 
School of Dental Medicine, will be held 
in Lenox, Mass., June 16-20. Informa- 
tion may be obtained from Irving Glick- 
man, director, at the school in Boston. 


Public Health 


ASK DENTISTS’ SUPPORT OF 
NEW YORK FLUORIDATION 


As part of a campaign to secure fluorida- 
tion for New York City, the Committee 
to Protect Our Children’s Health, Inc., 
has asked dentists throughout the nation 
to write or telegraph their views on fluori- 
dation to New York Mayor Robert F. 
Wagner. A public hearing on the measure 
will be held March 6. The hearing will be 
conducted by the city’s Board of Esti- 
mate, which has the power to make a 
decision without submitting the matter to 
referendum. 

The Committee to Protect Our Chil- 
dren’s Teeth is headed by Benjamin 
Spock, M.D., well-known pediatrician. 
Among its members are C. Raymond 
Wells of Brooklyn, former American 
Dental Association president, and Herbert 
L. Taub of Jamaica, N. Y., president of 
the Dental Society of the State of New 
York. 

Fluoridation has been recommended 
for the nation’s largest city in three 
separate reports of the city board of 
health. The measure has been opposed 
by the Department of Water Supply, Gas 
and Electricity. 

Reports from other parts of the country 
reveal that the caries-preventive measure 
will be in operation in a number of com- 
munities shortly. It was officially ap- 
proved for the city of Oroville, Calif. 
(population 5,387) last month. The State 
Public Utilities Commission’s directive to 


the California Water Service Co. to start 
fluoridation in Oroville is believed to be 
the first of its kind ever issued by a state 
regulatory body to a private company. 

The measure has been approved also 
for Kelso, Wash., where the city council 
agreed to initiate the program after an 
advisory referendum last November. 

The Army reports that Fort Benning, 
Ga., will begin fluoridation within a few 
months. A recent release from the De- 
partment of the Navy reveals that 37 
Navy and Marine Corps stations now 
fluoridate their water supplies. 

Fluoridation has been reported for 
Winnipeg, Canada’s largest city to adopt 
the procedure thus far. With the addition 
of the 410,000 residents of Winnipeg, 
900,000 Canadians now drink fluoridated 
water. And in Formosa, the health 
measure has been installed at Kaohsiung, 
first city on the Island to adopt the pro- 
cedure. 


NO RELATION FOUND BETWEEN 
ARTHRITIS AND FLUORIDATION 


A new study reports that drinking fluori- 
dated water will not cause arthritis. The 
study, conducted at the University of 
Rochester School of Medicine and Den- 
tistry by Charles LeRoy Steinberg, 
Dwight E. Gardner, Frank A. Smith and 
Harold C. Hodge, was reported to the 
American Rheumatism Association at its 
third scientific session in Bethesda, Md. 

The investigators examined the fluoride 
content of bone, ligament and muscle in 
arthritic and normal individuals ranging 
in age from 40 to 86 years. They found 
that in arthritic patients the fluoride con- 
tent of involved joints was normal. 

“These studies indicate that there is no 
relationship between various arthritis 
conditions and the musculoskeletal dis- 
eases,” the researchers reported. “This 
study should dispel the fear that fluorida- 
tion of water as recommended by health 
authorities is a causation factor in 
arthritis conditions,” they said. 


pi: 

— 


The investigation confirmed results of 
an earlier study made by the same 
scientists. 


EVANSTON REPORTS DENTAL 
DECAY DOWN 85 PER CENT 


The tenth anniversary of fluoridation in 
Evanston, IIl., was marked in mid-Febru- 
ary by the announcement that dental de- 
cay among the city’s children is now 85 
per cent less than it was in 1947, the year 
fluorides were added to the water supply. 

J. Roy Blayney, professor emeritus of 
the University of Chicago, who directs 
the Evanston fluoridation study, reported 
that six year olds, born after the start 
of the fluoridation program, and exam- 
ined in 1954 and 1955, showed a reduc- 
tion of 86.5 per cent in the dental caries 
rate over the base year. Six year olds ob- 
served in 1952 showed a 68.5 per cent 
drop. 


MARCH 29 IS DEADLINE FOR 
USPHS HEALTH EDUCATOR EXAM 


Applications for the next U. S. Public 
Health Service examination for appoint- 
ment as health educators must be in the 
Surgeon General’s office in Washington, 
D. C., no later than March 29, the 
USPHS has announced. The examination 
will be held May 7, 8, 9, and 10. Those 
taking the examination will be notified of 
the test locations. 

Appointment of officers in the health 
educator category are made in grades 
equivalent to the Navy grades of lieu- 
tenant, j.g., and lieutenant. Starting sal- 
ary for an officer with dependents is 
$4,817 and $5,718 a year. 

Health educators work at local, state, 
national or international level in aiding 
the planning, development and evalua- 
tion of health education programs. 

Those who complete the examination 
successfully will be placed on the roll 
from which appointments will be made to 
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fill current vacancies and those occurring 
within the next two years. Additional in- 
formation on the examination may be ob- 
tained from the U. S. Public Health 
Service, Washington 25, D. C. 


REQUESTS FOR PUBLIC HEALTH 
STUDY GRANTS DUE APRIL ! 


Applications for grants awarded by the 
U. S. Public Health Service for public 
health study are now being accepted. 
Dentists and dental hygienists wishing to 
begin their traineeships in the fall semes- 
ter must apply for a grant by April |. 
Application may be made to a school of 
public health which has received a train- 
ing grant or directly to the chief of the 
division of general health services, Bureau 
of State Services, USPHS, Washington 
25, D. C. 

Traineeships are awarded only to those 
who have completed their basic profes- 
sional education and are made for a 
maximum period of one year. Stipends 
are from $2,400 to $4,800; the amount 
determined by the academic degree held 
by the candidate. 

Funds for the public health training 
program were made available by Congress 
last year. To date, more than 300 trainee- 
ships have been awarded. 


LAB DISPLAY ADS BANNED 
FROM CHICAGO PHONE BOOK 


Advertisements by dental laboratories in 
the 1957 Chicago classified phone book 
have been limited in size to one column, 
two inches. The advertisements carry the 
line “For the Dental Profession Only.” 
These requirements were issued by 
Reuben H. Donnelley Corporation, pub- 
lisher of the Red Book, to conform with 
the Illinois statutory restriction on dental 
laboratory advertising. The action was 
taken after the Chicago Dental Society 
won a suit against 24 advertising labora- 
tories. The Illinois Supreme Court for- 
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bade the laboratories from advertising di- 
rectly to the public, and the U.S. Su- 
preme Court dismissed the laboratories’ 
appeal, thus upholding the state court. 


National Defense 


AIR FORCE DENTAL CHIEF 
PROMOTED TO MAJOR GENERAL 


Brig. Gen. Marvin E. Kennebeck, chief 
of the Air Force Dental Corps, has been 
appointed to the rank of major general 
by President Eisenhower. All heads of the 
military dental corps now hold two star 
rank. 

General Kennebeck has been chief of 
the Air Force Dental Service since 1952 
and was promoted to brigadier general 
that same year. He has served through 
various grades at U.S. military stations in 
the United States and overseas, including 


Hawaii, Corregidor, the Philippines and 
Germany. 

He was third-vice president of the 
American Dental Association for the 
1955-1956 term. General Kennebeck is 
a Fellow of the American College of Den- 


tists. 


CIVIL DEFENSE TRAINING FOR 
DENTISTS OFFERED IN MARCH 


A health services planning course directed 
to dentists, physicians and other health 
personnel is being offered March 4-8 in 
Battle Creek, Mich., by the Federal Civil 
Defense Administration. 

In announcing the course, FCDA den- 
tal consultant Russell W. Bunting re- 
minded dentists that in the event of 
emergency, the dental profession will play 
a major role in the treatment of mass 
casualties. Among subjects to be covered 
by the course are civil defense organiza- 
tion, stockpile program, management of 
sick and injured, psychologic considera- 


Three students from abroad are studying at the Walter Reed Army Institute of Research. 
Shown above are (I. to r.): Col. Thomas A. McFall, director of the division of dentistry 
at the Institute; the three students, Lt. Farmarz Bassary of the Iranian Army Dental 
Corps, Capt. Yasar Yatmaz of the Turkish Army Dental Corps and Maj. G. C. Evans of 
the Royal Canadian Dental Corps; Col. Richard P. Mason, commandant of the Institute, 
and Brig. Gen. Arthur L. Irons, director of dental activities at Walter Reed Army 


Medica! Center. 
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tions in nuclear warfare, medical care 
planning and hospital disaster planning. 
Dentists interested may write to Dr. 


35th General 
Meeting I.A.D.R. 


Int. Dental 
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William R. Alstadt, president-elect of the American Dental Association (center), was 
honored at a banquet January 15 during the meeting of the Mexican Dental Association 
in Mexico City. With Dr. Alstadt are (left): Francisco Raul Amanda, past president of 
the Mexican organization, and Salvador Tercero Elizalde, president; (right) Robert M 
Ruff, president-elect, and Tiberio Wallentin, treasurer. Not shown are two American 
dentists who appeared with Dr. Alstadt on the program, William L. Casey and Roy F. 
Golden, both orthodontists of Little Rock, Ark. 


ADDITIONAL TOURS PLANNED 
FOR F.D.I. CONGRESS 


With the approach of the Twelfth Inter- 
national Dental Congress of the Fédéra- 
tion Dentaire Internationale, additional 
tours designed for dentists are being an- 
nounced. The FDI meeting is September 
7-14 in Rome, Italy. 

Among tours available to Congress 
visitors are nine tours sponsored by C. W. 
Carrick of Oberlin, Ohio. The tours, 
varying in length from 23 to 62 days, visit 
from two to nine countries. Illustrated 
folders of trip information are available 
from Dr. Carrick, Oberlin Bank Bldg., in 
Oberlin. 


PARIS DENTAL CLUB SEEKS 
AMERICAN LECTURERS 


Dentists from the United States who 
would serve as essayists or present table 
clinics at meetings of the American Den- 
tal Club of Paris are asked to write to 


Jean P. Roger, club president-elect. The 
club, which meets the first Thursday of 
each month, seeks speakers for its meet- 
ings for December of this year and for 
January through June of 1958. Interested 
dentists may write Dr. Roger at 174 
Boulevard Haussmann, Paris. The Amer- 
ican Dental Club of Paris is composed 
largely of dentists practicing in that city 
who have studied in American schools. 
Its present membership is about 60. All 
meetings are conducted in English. 


General 


OASI TAX PAYABLE WITH 
FILING OF 1956 INCOME TAX 


Self-employed dentists must pay Old Age 
and Survivors’ Insurance taxes for the 
first time this year when they file their 
1956 federal income tax returns. 

Such payments will be credited to the 
dentist’s social security account number, 
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which must be obtained by him from his 
local Social Security office. 

The self-employment tax due this year 
is equal to 3 per cent of net income from 
self-employment up to $4,200, or a maxi- 
mum tax of $126. 

Under the law, the self-employed per- 
son becomes eligible for benefits when he 
meets the following requirements: 

1. If his sixty-fifth birthday has already 
occurred, or will occur before July 1, 
1957, he must earn at the rate of at least 
$400 a year between January 1, 1956, and 
July 1, 1957. 

2. If his sixty-fifth birthday will occur 
after July 1, 1957, he must earn at the 
rate of $400 a year during one of the fol- 
lowing periods of time: between January 
1, 1956, and his sixty-fifth birthday; for 
one-half the time between January |, 
1951, and his sixty-fifth birthday; for ten 
years between January 1, 1956, and his 
sixty-fifth birthday, or for ten years be- 
tween his twenty-first birthday and his 
sixty-fifth. 

The Act also provides benefits for the 
wife of a retired dentist and for his de- 
pendent children under 18. Additionally, 
lump sum death benefits are paid. 
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EDWARD C. MILLS DIES, WAS 
NOTED DENTIST, HISTORIAN 


Edward C. Mills, historian and delegate 
repeatedly from the Ohio State Dental 
Association to the annual sessions of the 
American Dental Association, died Jan- 
uary 22 at the age of 89. A life member 
of the association, Dr. Mills held many 
distinguished positions during his 68 
years in the dental profession. 


Edward C. Mills 


He was president of the Columbus 
Dental Society in 1910 and of the Ohio 
State Dental Association in 1914. He 
served as editor of the state society’s jour- 
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Two officers and an honorary member of the Academy of General Dentistry 
stand before its exhibit at the American Dental Association's annual session in 
Atlantic City, N.J., October 1-4. They are (|. to r.): Albert L. Knab, secretary: 
Lon W. Morrey, honorary member, and editor of the American Dental Asso- 
ciation, and George A. Holmes, director of the Academy's postgraduate 
studies. The group was formed to encourage practicing dentists to continue 


their professional education. 
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nal from the time of its founding in 1927 
until November 1951. 

Dr. Mills’ interest in the history and 
literature of the profession led him to 
write such articles as “Historical Review 
of Dental Literature,” “Dental Journal- 
ism—Its Influence on Dental Literature” 
and “A Bibliography of Dental Society 
Publications.” 

In 1905, Dr. Mills helped organize the 
dental section of the Columbus Public 
Library. At that time, it had 625 volumes. 
A $1,000 endowment from Dr. Mills 
maintains the section. 

Dr. Mills was a Fellow of the American 
College of Dentists and of the Interna- 
tional College of Dentists. He was also 
a member of the Fédération Dentaire In- 
ternationale, Delta Sigma Delta and 
Omicron Kappa Upsilon. 


FIRM ISSUES NEW PAMPHLET 
IN SERIES ON DENTAL HEALTH 


Church & Dwight Co., Inc., of New York, 
has just added a new 16 page booklet to 
its series of dental health educational 
materials. This latest booklet, entitled 
Good Teeth for Young America, urges 
youngsters to eat the right food, clean the 
teeth and obtain preventive care. 

The pages are attractively illustrated, 
and the information presented is con- 
sidered by the American Dental Associa- 
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tion to be in conformance with current 
scientific knowledge. The booklets are 
distributed free on request to members 
of the dental profession, dental teachers 
and health workers. They may be ob- 
tained from the firm at 70 Pine St., New 
York 5. 


SIGMA EPSILON COMBINES 
SEMINARS WITH F.D.I. TOUR 


A five week tour of Europe has been com- 
bined with a series of dental seminars as 
a special project of Sigma Epsilon Delta, 
announces Martin Entine of Philadelphia, 
committee chairman. The fraternity has 
chartered a plane, for which reservations 
have already been completed, so that 
fraternity men and their wives may at- 
tend the coming F.D.I. Twelfth Interna- 
tional Dental Congress in a group. The 
tour, arranged through Bartlett Tours in 
Philadelphia, will visit London, Amster- 
dam, Brussels, Paris, Geneva, Nice, Ven- 
ice, Florence, Naples and Rome, site of 
the Congress. 

Working with Dr. Entine on the com- 
mittee are: S. Shames of Delaware, D. 
Berman of Maryland, A. Abrams of New 
Jersey, S. Rockoff of Connecticut and S. 
Meyer of New York. Information on the 
fraternity tour may be obtained from Dr. 
Entine, 3037 N. Broad St., Philadel- 
phia 32. 


Also * An attempt by antifluoridationist F. B. Exner of Seattle to claim a $1,000 
reward by proving that fluoridation has harmful effects was rejected February 4 in 
Lewis County, Wash., Superior Court. Dr. Exner had attempted to collect the money 
from the Chehalis Fluoridation League. Superior Court Judge John J. Langenbach 
in denying Dr. Exner’s suit cited the testimony of Frederick McKay of Colorado 
Springs, Colo., and Robert Downs of Denver, both well-known scientists, who 
appeared at the trial of Dr. Exner’s suit last August. . . . The Uptown Dental Forum 
of Chicago celebrates its tenth anniversary April 5-7 at Oakton Manor in Wisconsin. 
The forum has the enviable record of having met every week for the last ten years. 
Its active membership numbers nearly 100. . . . April meetings include those of the 
American Academy of Oral Pathology, April 7, at the Woodner Hotel, Washington, 
D.C., and the Academy of Denture Prosthetics, April 28 to May 4 in Columbus, Ohio. 
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Cases and Comments 


TECHNICAL PROCEDURE IN ROOT CANAL TREATMENT 
By Charles G. Maurice, D.D.S., M.S., Chicago. 


Clinical experience has demonstrated that thorough débridement, good mechanical instrumenta- 
tion and complete filling of the root canal is essential to success in root canal treatment. Effective 
root canal medication and an aseptic technic, although very important, cannot assure success of 
treatment without the aforementioned mechanical requisites. A successful technical procedure 
in root canal treatment has been devised. 


A B 


Fig. 1 * Access to the pulp cavity should be direct, pro- 
vide good visibility and should remove as little sound 
tooth structure as possible. In an intact tooth, access is ob- 
tained as follows: (A) The starting point on the enamel 
is grooved with a mounted stone; this prevents slipping 
of the bur. (B) An opening to the pulp chamber is made 
with a round bur. (C) The opening is enlarged with a 
fissure bur. The cutting tip of the bur should first be 
blunted with a stone mounted in the handpiece. Such a 
bur will not create shelflike projections in the canal wall 
nor perforate the root. (D) The surface outline form of 
completed access to the pulp cavity should resemble the 
diagram. 


Fig. 2 * The carious tooth structure of a tooth with an 
exposed pulp is removed with spoon excavators and 
round burs (A). The surface outline form of completed 
access to the pulp cavity is shown in (B). 
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Fig. 3 * The pulp cavity may contain vital 
tissue, partially vital tissue or necrotic debris. 
Tissue and debris are removed, and the pulp 
cavity thoroughly cleansed. (A) The bulbous 
portion of the vital pulp or necrotic debris 
inside the pulp chamber is removed with spoon 
excavators or slowly revolving round burs. (B) 
Patency and direction of the root canal is ex- 
plored with a smooth broach. (C) A barbed 
broach is inserted into the root canal to a 
depth approximately equal to the length of 
the tooth as estimated by study of the pre- 
operative roentgenogram. The broach is given 
a one-quarter turn, withdrawn and given a sec- 
ond one-quarter turn. This procedure is re- 
peated a third time and the broach is with- 
drawn. Tissue or debris adhering to the broach 
may be removed by brushing toward the handle 
with a straight handpiece prophylaxis brush. 


Fig. 4 * The actual length of the tooth (or of 
each root) should be ascertained. This will 
enable complete débridement and filling of 
the root canal. The measurement is obtained 
by inserting a wire or file with a 90 degree 
angle into the root canal. (A) The bent por- 
tion should be even with incisal edge or 
cusp tip. A roeftgenogram of the tooth is 
taken. The length of the tooth may be calcu- 
lated by solving the equation shown in (B) 
in which “X” represents the actual tooth 
length. 


Fig. 5 * Mechanical preparation of the root 
canal removes pulp tissue and debris, the 
superficial layer of the canal wall (the most 
heavily infected), canal wall irregularities 
which usually interfere with medication and 
filling and also enlarges the canal so that it 
may be more readily filled. Root canal instru- 
ments used in mechanical preparation are: 
(A) barbed broach—for removing pulp tissue 
and loose debris, (B) rat-tail file—for enlarg- 
ing the canal and removing wall irregularities, 
(C) spiral file—for enlarging the canal and 
removing wall irregularities, (D) reamer 
(spiral broach)—for removing obstructions 
and widening narrow canals and (E) Hed- 
stroem file—for enlarging the canal and re- 
moving wall irregularities. 


Actual length of wire , 
Length of wire in x-ray Length of tooth in x-ray 


X= actual length of tooth 
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Fig. 6 * The root canal space should be 
obliterated with a stable, inert, nonirritating 
filling material. Canals may be filled with a 
combination of root canal cement and gutta- 
percha or silver cones. Narrow canals are 
generally best filled with cement and a single 
well-fitting cone. Whenever the diameter of 
the canal permits, it should be filled with 
cement, an initial well-fitting cone and extra 
cones of gutta-percha packed into the canal 
by means of root canal condensers and 
pluggers. (A) demonstrates the appearance 
of the root canal prior to instrumentation ; 
(B) its appearance after instrumentation and 
before filling. 


Fig. 7 * Poorly filled root canals are those 
in which the filling is short of the apex (A), 
extends beyond the apex (B) or does not fill 
the canal laterally (C). 


Fig. 8 * A well filled canal is filled com- 
pletely and compactly. 
University of Illinois, College of Den- 
tistry, 808 South Wood Street 
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Book Reviews 


ORAL CANCERS AND TUMORS OF THE JAWS 


By George S. Sharp, M.D., Weldon K. 
Bullock, M.D., and John W. Hazlet, 
D.D.S. 561 pages with 647 illustrations. 
Index. $15. New York, McGraw-Hill 
Book Co., 1956. 


This beautifully printed and well-illustrated 
book is intended as a teaching text and a 
reference guide for practitioners. It is divided 
into five parts: (1) introductory principles, 
(2) tumors of the oral mucosa, (3) neoplasms 
of the jaws, (4) quasi-tumors of the jaws and 
(5) cysts of the jaws. There are 25 chapters, 
each dealing with a particular region of the 
body or type of tumor. In each instance, the 
incidence, etiology, pathology, clinical char- 
acteristics, treatment and prognosis are pre- 
sented clearly and concisely. 

The book is admirably planned for a quick 
and ready clinical reference, and the illustra- 
tions provide additional helpful guidance. 
Since this is primarily a clinical text to pro- 
mote early recognition of cancer and precan- 
cerous lesions, the microscopic pathology is 
presented only briefly, and there are no 
illustrations of this phase of diagnosis. Roent- 
genological observations, however, are well 
illustrated. 

The text should prove a useful and popular 
reference for the dental practitioner. 

Charles W. Freeman 


“THIS WON’T HURT A BIT” 


By Haddon Rowat. 141 pages. Price 12s. 
6d. Bristol, England. John Wright and 
Sons, Ltd., 1956. 


Here is an unusual book with an unusual title. 
It contains the musings and memories of a 
British dental surgeon and is written in an 
adroit manner. The author practiced dentistry 
in many lands including the U.S.A., Canada, 
Burma, China, India, Australia, Japan, Ceylon 
and South Africa. 

Many of the chapters are mainly anecdotal 
and autobiographical and cover the bad old 
days (when with full sanction of law and re- 
ligion, anyone could practice dentistry), a 
glimpse of the good old days, the middling 
years, some observations on the National Health 
Service of Great Britain, unprofessional con- 
duct, What is a good dentist?, on buying and 
selling practices, the need for behavior in- 
struction to dental patients, poems of a prac- 
titioner, army dental services in retrospect, 


drug addicts and hallucinations under anes- 
thetics, professional fees, dentistry in the light 
of recent social developments, preventive den- 
tistry and, finally, the swan song—St. Helena 
Island. 

Dr. Rowat has done an able job in what is, 
by design, a definite biography. He has bal- 
anced the elements of personal life and his- 
torical developments in dentistry. Verdict: 
good writing, plenty of action, worth adding 
to every dentist’s library. 

Lloyd H. Dodd 


FAMILY MEDICAL COSTS AND VOLUNTARY 
HEALTH INSURANCE: A NATIONWIDE 
SURVEY 


By Odin W. Anderson, Ph.D., and Jacob 
J. Feldman. 251 pages with 134 tables 
and 54 graphs. Index. $6.50. New York. 
McGraw-Hill Book Co., Inc., 1956. 


This book contains the detailed results of a 
survey conducted in July 1953, in which 2,809 
families were interviewed. The 8,846 indi- 
viduals in these families were closely repre- 
sentative of the general population of the 
United States with respect to age, sex, income, 
occupation, region and so forth. The survey 
was conducted by the Health Information 
Foundation in collaboration with the National 
Opinion Research Center. 

Most of the book deals with voluntary 
health insurance. The survey showed that the 
proportion of families with some health in- 
surance was twice as high among families 
with incomes of more than $5,000 than among 
families with incomes of less than $3,000. In 
urban areas, 70 per cent of the families were 
enrolled in some type of health insurance, com- 
pared to 45 per cent of those living on farms 

Of most interest to dentistry is the chapter 
on nationwide charges for personal health 
services and the chapter on distribution of 
charges among families and individuals. Based 
on expenditures for dental care reported by 
the 2,809 families, it was estimated that $1,- 
600,000,000 was paid for the services of den- 
tists in the year ending at mid-1953. This figure 
was considerably higher than the estimates 
made by the American Dental Association's 
Bureau of Economic Research and Statistics 
and the U. S. Department of Commerce for 
1952 which were $1,300,000,000 and $906,- 
000,000, respectively. 
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A significant observation was the large dif- 
ference between income groups in the per- 
centage of persons who see the dentist. Among 
families with incomes of less than $2,000, only 
17 per cent of the persons saw the dentist 
during the year, compared to 56 per cent 
among families with incomes of $7,500 and 
more. 

The publication of this book has added 
much useful information in the field of medi- 
cal and dental economics. 

B. Duane Moen 


DIE ZAHN-, MUND- UND 
KIEFER-HEILKUNDE: EIN HANDBUCH FUR 
DIE ZAHNARZTLICHE PRAXIS (THERAPY OF 
THE TEETH, MOUTH AND JAWS: 

A MANUAL FOR DENTAL PRACTICE) 


Edited by Prof. Karl Haéupl, Prof. Wilhelm 
Meyer and Prof. Karl Schuchardt. For 
sale in complete set only. 650 DM. Miin- 
chen-Berlin, Urban & Schwarzenberg, 
1954-1956. 


Issues 17 and 18 contain parts of volume V 
(Orthodontics and Dental Materials) as fol- 
lows: 


FIXED ORTHODONTIC APPLIANCES * By Prof. 
C. M. Seipel, Malmé, Sweden. 53 pages with 
51 illustrations. 


The author of this excellent article has long 
experience as a writer and teacher of ortho- 
dontics. He is internationally known. He might 
well be called a “teacher of teachers.” His 
present article is divided into three chapters: 
(1) the principle of fixed orthodontic ap- 
pliances, (2) the special dressing technic ap- 
plied simultaneously with construction and in- 
sertion of fixed appliances and (3) direct 
dressing technic combined with fixed ortho- 
dontic appliances. Preceding the text of each 
chapter is a statement of purpose, and at the 
end is an exceptionally complete bibliography. 
This is an article that every orthodontist should 
read. Other educators in the allied dental 
branches would also benefit by reading it. 


CLEFT PALATE IN ORTHODONTICS * By Prof. 
A. Martin Schwarz, Vienna, 15 pages with 
11 illustrations. 


This short and valuable contribution on the 
role orthodontics can and should play in the 
repair of cleft palate, by an author of interna- 
tional distinction is well written and profusely 
illustrated. The importance of this frequently 
neglected field is pointed out in the preface. 
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EXTRACTION OF TEETH FOR REGULATION OF 


THE ERUPTING DENTITION: THE EXTRACTION 
THERAPY * By Prof. A. Martin Schwarz, 
Vienna. 61 pages with 48 illustrations. 


The fact that so many articles on serial extrac- 
tions for directing and guiding tooth eruption 
have appeared recently in international dental 
literature makes it obvious that this ortho- 
dontic method has found wide acceptance. 
This excellent article is an interesting discus- 
sion of an important orthodontic problem. 
By means of lucid explanation, practical ex- 
amples and a minimum of theory, the author 
leads his reader through a variety of experi- 
mental and statistical problems and points out 
not only the “how” but also the “why” of 
their solution. The history of this method, the 
biologic principles, the consequences of extrac- 
tion of molars, the serial extraction technics of 
Kjellgren and Hotz, the esthetic aspects, and 
the extraction therapy in combination with 
orthodontic appliances are discussed in a 
fundamental and readable manner. Although 
there are more exhaustive articles on this sub- 
ject, there appears to be little doubt that 
A. M. Schwarz’s contribution is a most useful 
work for the orthodontist and the general 
practitioner. This article should be required 
reading also for every dental student. A bibliog- 
raphy of almost one thousand references com- 
pletes the text. 


TISSUE ALTERATIONS CAUSED BY ORTHODONTIC 
APPLIANCES * By Prof. Karl Haupl. 55 pages 
with 50 illustrations. 


This contribution, intended for orientation of 
practicing dentists and dental students, con- 
tains an exposition of the author’s theory of 
physiological and psychological effects of 
orthodontic appliances. He discusses such ques- 
tions as (1) effects of favorable and unfavor- 
able stimuli, (2) bone resorption accompanied 
by development of fibrous tissue, (3) perio- 
dontal tissue changes caused by application of 
loose, shifting passive appliances, (4) ortho- 
dontic transformation of the periodontium, 
(5) activation of tissue by active orthodontic 
appliances, (6) changes in the region of the 
temporomandibular joint and the jaws and 
(7) conclusions. At the end, the author adds 
a section on various forms of orthodontic treat- 
ment with a brief description of each method 
and his opinion as to its applicability, empha- 
sizing particularly the treatment which com- 
bines elements of Andresen’s and A. M. 
Schwarz’s methods. Generously illustrated, 
this treatise can be recommended to ortho- 
dontists, practicing dentists and dental students 
and can serve as an excellent source of infor- 
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mation for speakers who may be called on to 
give a paper on the subject. 


THE RELAPSE * By Prof. Karl Haupl. 10 pages 
with 2 illustrations. 


This is a well-written, easily read short dis- 
cussion, explaining the author’s theories of 
failures of and relapses after orthodontic treat- 
ment. Some of his criticisms, however, are felt 
to be outdated and no longer valid because 
orthodontic practice has progressed enor- 
mously. The article is of little interest to Amer- 
ican orthodontists because it contains nothing 
which is not otherwise available in American 
dental and orthodontic literature; the author’s 
personal theories of his orthodontic treatment 
method already have been described (and 
translated) in previously published articles. 


DENTAL MATERIALS: NONMETALLIC SUB- 
STANCES * By Prof. E. Dolder, Zurich. 93 
pages with 72 illustrations. 


This is the first of two treatises on dental mate- 
rials. It covers nonmetallic substances used for 
inlays, fillings and dentures, including hydro- 
colloids and acrylic resins. The article is writ- 
ten in clear, uncomplicated German, the dis- 
cussions are logical and informative, and the 
text indicates that the author has a wide ac- 
quaintance not only with materials used in 
German, Austrian and Swiss dental practice 
but also with those used in England, France 
and the United States. The text also empha- 
sizes that in spite of the restrictions imposed 
by World War II, the writer has kept up to 
date on the newer discoveries. The pictures, 
diagrams and tables are excellent, and al- 
though the bibliography gives only nine refer- 
ences, the article can be recommended to 
dental practitioners and dental technicians as 
giving a clear and logical picture of the mate- 
rials which it discusses. 


DENTAL MATERIALS: PRECIOUS METALS * By 
Prof. M. Spreng, Basel, Switzerland. 69 pages 
with 129 illustrations (continued in issue 20). 


The second part of the two treatises on dental 
materials contains many concepts based on 
recent developments in addition to the estab- 
lished fundamentals of the use of precious 
metals in medical practice. It consists of some 
excellent general discussions, especially on 
mechanical properties of dental alloys, their 
chemical and electrochemical characteristics, 
their effect in the oral cavity, their crystal 
structure, their homogeneous and nonhomo- 
geneous properties, casting and preparation 
technics, soldering and welding technics and 
heat treatment (three technics). This almost 
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complete description of dental alloys and their 
utilization is excellently conceived. Although 
there is some overlapping, the various measure- 
ments and tests are well classified. In addition, 
the alloys and technics are evaluated. This 
contribution is almost a “must” for practicing 
dentists and dental students who want a ready 
reference to the types of metals used in Europe 
and their value in dental practice. 


Issue 19 contains parts of volume IV (Den- 
tal Prosthetics) as follows: 


PARTIAL DENTURES * By Prof. Karl Haupl is 
concluded. This article has been reviewed 
previously. 


STAINLESS STEEL IN DENTAL PROSTHETICS * 
By Julius Jantzen. 31 pages with 52 illustra- 
tions. 


This article is intended to give general and 
precise information on the utilization of stain- 
less steel and cobalt chrome alloys for denture 
construction. Their use is presented in terms 
of technics accepted in Europe; the article 
seems of little practical value to American 
dentists. The author is a master of his subject 
and presents it well to his audience of German 
dentists and dental technicians. 


PORCELAIN IN DENTAL PROSTHETICS * By Prof. 
C. U. Fehr. 41 pages with 69 illustrations. 


This is a rather short summary of the various 
technics and materials used in dental ceramics. 
It presents an outline of history, material selec- 
tion, instrumentarium, coloring and glazing 
by baking, porcelain inlays, crowns and pivot 
teeth. The limitations imposed by the approach 
force a more or less didactic treatment of cer- 
tain chapters, especially in the section on cavity 
preparation. However, the text and the excel- 
lent and numerous illustrations are a valuable 
compendium for the use by general practi- 
tioners and students. 


Issue 20 contains parts of volume V (Ortho- 
dontics and Dental Materials) as follows: 


DENTAL MATERIALS: PRECIOUS METALS * By 
Prof. M. Spreng. This article completes the 
chapter by Professor Spreng which was re- 
viewed as part of Issue 18. 


DENTAL MATERIALS: NONPRECIOUS METALS * 
By Prof. E. Dolder, Zurich. 25 pages with 26 
illustrations. 


This article deals with generalities which are 
too well known to be interesting. In a special- 
ized contribution, as the title indicates this to 
be, the author should assume that a reader 
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has at lIcast a basic understanding of the sub- 
ject. The greater part of the various chapters 
(which are much too brief) concerns theo- 
retical rather than practical considerations. 
The appendix is a repetition in summary of 
the text. The excellent illustrations add in- 
terest; the article itself, however, is neither 
textbook material nor reference data compila- 
tion. 


Issue 21 contains parts of volume IV (Den- 
tal prosthetics). 


THE FUNCTIONAL PROSTHETIC TREATMENT 
AND PREVENTION OF PERIODONTAL DISEASE AND 
DYSGNATHISM * By Prof. I. Rechborn-Kjen- 
nerud, Oslo, Norway. 159 pages with 148 illus- 
trations. 


This is a remarkably useful contribution which 
covers the subject in 22 chapters. Four chap- 
ters deal with the problems of functional pros- 
thetic treatment of periodontal disease, the 
others with prevention of this disease, and 
management of dysgnathism (functional dis- 
turbance of the jaws). The author attempts 
to prove that environmental and nutritional 
factors affect endocrine and metabolic func- 
tions, which in turn induce constitutional 
changes that are responsible for many of the 
manifestations observed in health and disease. 
The result is a well-documented summary 
which includes, besides European authors, re- 
cent American medical and dental literature 
on this subject. Unfortunately, the author 
sometimes accepts as fact the errors which 
fill the literature. The consequence is a col- 
lection of material which may be of interest 
to the critical reader who already is acquainted 
with the facts but which can easily mislead 
the uninformed. 

The value of this monumental textbook on 
the therapy of the teeth, mouth and jaws is 
greatly enhanced by the profusion of excellent 
illustrations, drawings, diagrams and _ roent- 
genograms. 

Paul H. Glucksman 


KIEFERORTHOPADISCHE PRAXIS 
(ORTHODONTIC PRACTICE ) 


By Hugo Stockfisch. 332 pages with 760 
illustrations. Index and bibliography. 42 
DM. Heidelberg, Dr. Arthur Hiithig Ver- 
lag, 1956. 


As the title indicates, this book deals with 
orthodontic practice, recently called in Ger- 
many “orthopedics of the jaws.” The various 
factors of hereditary and acquired conditions 
leading to malocclusion and malformations are 


analyzed, and their physiological components 
and psychological aspects described. The main 
purpose of this textbook seems to be to present 
in a succinct manner the symptoms, the diag- 
nosis and, above all, the newest treatment 
methods and appliances in orthodontic prac- 
tice. The author points out that it is essential 
to discuss some defects which have not been 
regarded as important for orthodontic diag- 
nosis and therapy. 

After a general presentation of principles 
underlying prevention and treatment of de- 
fective dentition in child patients, the book 
discusses: (1) developmental tendencies in in- 
fants and school children, (2) occlusion and 
malocclusion in deciduous dentition, (3) 
orthodontic examination, (4) orthodontic 
diagnosis, (5) orthodontic treatment planning 
and technics, (6) orthodontic instrumentarium, 
(7) orthodontic appliances, (8) orthodontics 
and oral surgery, (9) orthodontics and plastic 
surgery, (10) prognathism, (11) bite anoma- 
lies, (12) unfavorable habits in chewing and 
breathing, (13) cleft lip and palate, (14) 
orthodontics and speech therapy, (15) ortho- 
dontic and laboratory work, (16) orthodontic 
consultation and (17) orthodontic terminology. 

Surprisingly, there is little difference be- 
tween the German and the American termi- 
nology. 

The illustrations and charts clarify and 
enliven the text. In addition to being a funda- 
mental contribution, this book can be recom- 
mended for its unusual readable style, good 
bibliography and index, neat format and at- 
tractive binding. 

Paul H. Glucksman 


BIOLOGIE DER ZAHNKARIES (BIOLOGY OF 
DENTAL CARIES ) 


By T. Lammers and H. Hafner. 253 
pages with 21 illustrations. Index and 
bibliography. 16 DM. Heidelberg, Dr. 
Alfred Hiithig Verlag, 1956. 


This book meets the need for a well-illustrated 
and authoritative reference work in caries 
biology. Nutrition, often cited by many author- 
ities as the most important factor in caries 
development, certainly is one of the major 
areas for caries research. Therefore, an up-to- 
date textbook prepared by a skillful scientist 
makes a noteworthy contribution. It contains 
a small but excellently reproduced selection of 
color and black and white photographs and 
several charts (some of them reproduced from 
H. Trendley Dean’s writings). 

The authors have written not only from the 
background of extensive research and clinical 
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experience but also with a broad outlook 
toward caries prevention. 

The book is organized in nine main 
sections which deal with the following subjects: 
(1) caries as a biological and dental problem, 
(2) caries epidemiology, (3) the relationship 
between caries and nourishment, (4) individual 
susceptibility to caries, (5) carious lesions, (6) 
human saliva, (7) the buffering power of 
saliva, (8) properties of saliva and (9) caries 
prevention. 

The authors can be commended for under- 
taking the difficult task of dealing with a 
subject matter of great complexity, in a field 
in which there have been differences of opinion. 
Excellently printed and bound, the book ap- 
pears to fill a gap in dental literature. 

Paul H. Glucksman 


ARBEITSTAGUNG UBER KORTIKO- 
VISZERALE REGULATIONS LEIPZIG, VOM 
15. Bris 17. JANUAR 1954 (SYMPOSIUM ON 
CORTICOVISCERAL PROCEDURES, LEIPZIG, 
yanuary 15 To 17, 1954) 


By F. Jung, H. Kleinsorge and D. Miiller- 
Hegemann. 406 pages with 133 illustra- 
tions. Index and bibliography. 22 DM. 
Berlin, VEB Verlag Volk und Gesund- 
heit, 1955. 


This book, published under supervision of the 
Governmental Pavlov Commission of the Ger- 
man Democratic Republic (Eastern Germany), 
contains 85 contributions by German, Hun- 
garian, Polish, Rumanian and Russian authors. 
The symposium on corticovisceral procedures 
was designed primarily to establish uniform 
regulations in applying the theories of Ivan 
Petrovich Pavlov (1849-1936) to medical and 
dental research and practice. 

Although this book was intended mainly for 
specialists, the interest of laymen has not been 
overlooked. An enormous amount of material 
of value has been compiled, and this book will 
be helpful to many students and scholars. 
Much of the material is new to the American 
reader and will acquaint the American public 
with the ideas of Pavlov. The contributions 
dealing with the problem of diagnostic technics 
are particularly interesting. 

This compilation should prove to be of 
interest to many researchers in physiology and 
to biology students. The presentation of the 
subject matter is forceful, and the material is 
well documented. The volume has an index, 
and bibliographies follow each essay. Binding, 
paper quality, typography and _ illustrations, 
however, are below American standards. 


Paul H. Glucksman 
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FORTSCHRITTE DER KIEFER-UND GESICHTS- 
CHIRUGIE: EIN JAHRBUCH, BAND I 
(PROGRESS IN MAXILLOFACIAL SURGERY: 
A YEARBOOK, VOL. 2) 


By Karl Schuchardt and Martin Wass- 
mund. 268 pages with 291 illustrations. 
60 DM. Stuttgart, Georg Thieme Verlag, 
1956. 


This volume is a collection of papers delivered 
at a conference held in Hamburg in 1955. 
The roster of contributors includes scientists 
from France, Germany, Argentina and the 
United States and shows the international 
character of study and actual work. 

Surgeons, plastic surgeons, neurosurgeons, 
oral surgeons, roentgenologists and derma- 
tologists met to submit their methods of treat- 
ment, problems and suggested solutions. 

While it is not possible to do justice to each 
participant in a short review, it may never- 
theless be appropriate to point out some in- 
teresting features. 

Some 22 lecturers covered the realm of 
fractures of the jaws and face and the injuries 
of the soft tissues and of the brain. There is 
some disagreement between the European and 
American scientists regarding treatment of 
fractures of the temporomandibular joint. The 
Europeans advocate conservative therapy, 
while the Americans prefer surgical treatment. 

Actually, orthopedic treatment has its place 
everywhere, and so has surgery. Surgical pro- 
cedures are especially useful in old, untreated 
or acute fractures. It is of value when the 
mandible cannot be reduced and its move- 
ments are limited or, especially in edentulous 
patients, where the injury is associated with 
multiple fractures of the lower jaw. 

Good results are reported in acute fractures 
of the maxilla. Occlusion and facial contours 
are rehabilitated by the method of McIndoe, 
who achieved fixation of the mandible to the 
maxilla by immobilization of the temporoman- 
dibular joints, muscular movements, and repo- 
sitioning. In arthroplasty of the joint, inter- 
posed autogenous cartilage allows the residual 
condylar neck or ramus to act as fulcrum, 
while the earlier use of fascia results in an open 
bite or retrusion. 

Ten speakers discuss the modern treatment 
of facial palsy, a treatment still far from satis- 
factory. The nerve grafting operations, by unit- 
ing either the accessory nerve or the hypo- 
glossal nerve with the peripheral ends of the 
facial nerve, may result in limitation of the 
shoulder movements or speech disorders. 

The muscle-nerve transposition technic also 
has drawbacks. Plastic surgery is recommended 
for favorable cosmetic results in such instances 
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as face and eyelid lifting, and excision of the 
superfluous skin around the nasolabial fold. 

The Argentine school secures operative re- 
sults by resection of certain muscles on the 
normal side of the face in order to eliminate 
their excessive contraction. Suspension with 
fascia strips improves the function of the 
normal muscles. 

Seven surgeons survey reconstruction of the 
external ear. Costal cartilage is used to sup- 
port the auricle. Artificial ears are made of 
plastic compounds and retained by implanting 
subperiosteal castings underneath the skin. 
There is an interesting article on the origin 
of the tube pedicle flap operation first executed 
by Italian plastic surgeons of the sixteenth 
century. 

The rest of the book is devoted to open bite 
operations and to treatment of lymphangiomas 
and hemangiomas. Technics are outlined for 
repair of malformations or defects of the mid- 
face in which grafts are implanted through 
the mouth. 

Excellent pictures in color show neutraliza- 
tion of color in nevus flammeus by intradermal 
injections of permanent pigments. The dis- 
cussion of prophylactic neck dissection in 
cancer of the maxilla treated by radical opera- 
tion and irradiation with radioactive cobalt 
is interesting. The illustrations are excellent. 
The didactic style of the book makes it an 
admirable addition to the literature of jaw 
and face surgery. 

Eugene Schorr 


ZAHN- UND KIEFERERSATZ BEI KINDERN 
(ARTIFICIAL DENTURES AND JAW 
CORRECTION IN CHILD PATIENTS) 


By L. V. Iljina-Markosjan. Translated 
from the Russian into German by B. Kes- 
sler. 158 pages with 184 illustrations. 
Index and bibliography. 16.50 DM. Leip- 
zig, Johannes Ambrosius Barth Verlag, 
1956. 


The result of repeated, painstaking evaluation 
of several decades of Russian research, this 
work has achieved a concreteness, completeness 
and precision which, unfortunately, is lacking 
in most of the dental textbooks arriving in the 
United States from countries behind the Iron 
Curtain. 

The volume deserves close study not only 
by dentists and orthodontists but by American 
textbook writers. Although there is no lack of 
theoretical background needed for compiling 
essential facts, the emphasis in this compara- 
tively small paper-bound book is on the tech- 
nics of obtaining normal function in all re- 


gions of the oral cavity in child patients. This 
emphasis is shared by American dentists in 
their practice and philosophy. 

This book also is proof that a scientist, per- 
mitted to devote himself to research without 
supervision by the government, can achieve 
important results. 

The introduction contains a broad review of 
the aspects of dental prosthetics. The book is 
divided into the following sections: (1) causes 
of premature tooth loss, (2) development of 
dental arches, (3) designing and constructing 
of special dentures for children, (4) physio- 
logical and psychological effects of new den- 
tures, (5) prevention and treatment of mal- 
occlusion and (6) relation between rickets and 
development of the teeth and the jaws. 

An accurate and well-arranged bibliography 
mainly of Russian and German references (no 
American author is listed) and an index com- 
plete the book. 

This work presents a comprehensive, clear 
introduction to Russian pedodontics of today. 

Paul H. Glucksman 


DER ARZNEIPFLANZEN- UND 
DROGENSCHATZ CHINAS UND DIE 
BEDEUTUNG DES PEN-TS’AO KANG-MU ALS 
STANDARDWERK DER CHINESISCHEN 
MATERIA MEDICA (CHINA’S MEDICINAL 
PLANTS AND DRUGS AND THE IMPORTANCE 
OF THE PEN-TS’AO KANG-MU, THE 
CHINESE STANDARD WORK ON 
PHARMACOLOGY ) 


By Alfred Mosig and Gottfried Schramm. 
72 pages with 5 illustrations. Index. 2.70 
DM. Berlin, VEB Verlag Volk und 
Gesundheit, 1955. 


This booklet is intended primarily for students 
of pharmacology, especially those who are in- 
terested in drugs used in ancient and modern 
China. The reader’s attention is focused on 
both their action and use in Chinese medical 
and dental practice. 

In addition, the German authors report on 
the peculiar standards of the Chinese healing 
arts, the management of Chinese pharmacies, 
the quality of Chinese ancient and modern 
medical and dental literature, the variety of 
medicinal plants, Chinese medical and dental 
terminology, and finally on peculiar drugs ob- 
tained from animals and minerals. 

Although inadequately bound it is well 
printed and can be recommended as interesting 
collateral reading on this special subject. 

Paul H. Glucksman 
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ZAHNARZTLICHE CHIRURGIE, BAND II 
(OPERATIVE DENTISTRY, VOLUME 11) 


By Josef Andreas Kéhler. 297 pages with 
672 illustrations. Index. 34 DM. Heidel- 
berg, Dr. Alfred Hiithig Verlag, 1956. 


This book is a presentation of seven important 
subjects in dentistry—replantation, cysts, sup- 
puration in the oral cavity, radical surgery in 
regions of the periodontium and the alveolar 
process, plastic surgery and neuralgias causing 
oral symptoms—and is based on the author’s 
previously published first volume. 

The book, written in typical, scientific Ger- 
man, is a brilliant example of the printer’s and 
lithographer’s art. Most of the illustrations are 
excellently reproduced. 

This second volume of the German standard 
work on operative dentistry is not large but 
in its 297 pages are excellent discussions of 
some important dental and surgical points often 
missing in other textbooks. 

The appendix, operative dentistry in its re- 
lation to the other specialized branches of den- 
tistry, covers with startling brevity the subject 
ef the cooperation necessary between dental 
specialists, the characteristics of surgery within 
dentistry, and the organization of offices and 
hospital wards. 

Both volumes of this textbook should be use- 
ful to those American dentists capable of read- 
ing German, but even with a trifling knowl- 
edge of this language, the content or, at least, 
most of it, can be understood if one remembers 
some school Latin. 

Paul H. Glucksman 


HEALTH INSURANCE: WHAT ARE THE 
ISSUES? 


By The Canadian Welfare Council. 60 
pages. Appendix. $1. Ottawa, Canadian 
Welfare Council, 1956. 


This well-organized and well-written compen- 
dium on the subject of health insurance is 
designed to clarify the issues involved in a 
national health insurance program rather than 
to recommend any particular plan for adop- 
tion by the Canadian people. 

In the first five chapters such terms as costs 
of medical care, personal medical care, health 
insurance, hospital insurance and nation-wide 
health plan are briefly explained. Considerable 
space is devoted to social, economic and geo- 
graphic conditions affecting the amount, 
quality and distribution of health and hospital 
services and which reflect the need for national 
intervention in providing adequate services 
to all regardless of age, income or place of 
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residence. Nongovernmental plans such as Blue 
Cross and medical care plans are discussed. A 
description is provided of governmental serv- 
ices in the various provinces which range from 
limited to full medical and hospital care for 
certain groups. These attempts to provide 
necessary services would seem to emphasize 
popular interest and the desire for a compre- 
hensive national program. 

The last five chapters develop the theme of 
a national comprehensive health insurance 
plan based on the criteria of payment by the 
individual in accord with ability, coverage of 
the major costs of medical care and inclusion 
of the entire population. Financing the costs of 
comprehensive health care is discussed with 
suggestions as to sources of funds, (personal 
contribution, industrial and general taxation), 
methods of collection and control of the pro- 
gram. Administration and organization of the 
plan, with “staging” or expansion by degrees, 
concludes the text. Expansion would include 
dental care among other benefits. 

Fourteen pages of appendix state the favor- 
able attitude of the Canadian government 
toward national health insurance, describe 
health insurance in Great Britain, New Zea- 
land and Scandinavia, provide data to supple- 
ment the theme of the text, and bibliography. 
Health Insurance is recommended to those 
interested in the subject. 

D. W. Brock 


APPLIED ORTHODONTICS 


By James David McCoy, M.S., D.DS., 
and Earl Emanuel Shepard, DDS. 
Seventh edition. 336 pages with 212 illus- 
trations. Index. $7.50. Philadelphia, Lea 
& Febiger, 1956. 


In this seventh edition, Dr. McCoy provides 
again a scholarly revision of his text for all 
students of orthodontics. Its value, however, is 
not limited to the beginner, for the experienced 
orthodontist will find in the book a compre- 
hensive review of the fundamental knowledge 
on which the specialty is based. 

Chapters are included on growth and de- 
velopment, etiology, classification, diagnosis 
and the anatomic factors controlling normal 
occlusion or contributing to malocclusion in 
the dentofacial region. One chapter is devoted 
to a complete discussion of Albin Oppenheim’s 
classic work on the tissue changes which make 
possible the movement of teeth. 

Excellent chapters are provided to describe 
pretreatment requirements. One is devoted to 
the gnathostatic impression technic for accu- 
rately oriented plaster models. Another con- 
siders in detail roentgenographic aids in case 
analysis. The author stresses the importance 
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of adequate photographic records in arriving 
at a complete diagnosis. 

A warning note is given in a discussion of 
extraction compromises for the correction of 
severe irregularities. In issuing his warning, 
Dr. McCoy speaks from an experience of 50 
years in the private practice of orthodontics, 
during 27 of which he was also an instructor 
and professor of orthodontics at the University 
of Southern California. 

The appliances currently used in treatment 
procedures are described in the chapters on 
the correction of dental and oral anomalies; 
particular emphasis is placed on the mechanics 
involved in the application of the McCoy 
open tube appliance. The book is excellently 
illustrated, and the type is clear and readable. 
Dr. McCoy’s long-standing interest in proper 
orthodontic terminology and nomenclature is 
evident throughout the text. 

For the first time, the revision was under- 
taken in collaboration with another author— 
Earl E. Shepard, professor of orthodontics at 
Washington University, St. Louis, and assistant 
editor of the American Journal of Ortho- 
dontics. Full credit is given Dr. Shepard for 
his capable contributions in the preparation 
of this seventh edition of Applied Orthodontics. 

B. F. Dewel 


DICTIONARY OF DIETETICS 


By Rhoda Ellis, Ph.D. 152 pages. $6.00. 
New York, Philosophical Library, 1956. 


The Dictionary of Dietetics is a compilation 
of terms related to diet and diet therapy. In 
some instances only a definition is given, in 
others, comments relating to the subject are 
included. Usually within the dietetic field, the 
comments and definitions are good, although 
occasionally some meanings are not clear be- 
cause important words have been omitted. 

A number of definitions and comments in 
fields other than dietetics should have been 
checked more carefully by someone with 
specialized training. There are a number of 
ambiguous and inaccurate statements relating 
to dentistry; such as, “Dentine: the hard 
dense calcified substance surrounding the pulp 
cavity of a tooth, affixed by cementum,” 
“Caries, dental: a cavity caused by mouth 
bacteria bringing about gradual decay and 
excavation of dentine of the tooth,” “Diet, 
dental: Diet in which texture of the food is of 
primary consideration because of the problem 
of dentures,” “Periodontal disease: a disease 
surrounding a tooth.” 

Even some sections relating specifically to 
diet could have been made clearer. An ex- 


ample is the section on pastry. The order in 
which the details are arranged certainly would 
give most readers an erroneous idea of the 
true caloric values of various kinds of pie and 
do not make clear that “pastry” is being used 
in the limited meaning of “crust” only. 

This kind of book has great potential value 
because of its comprehensive coverage, but 
this particular volume would be more de- 
pendable for everyone if a number of terms 
were carefully revised. 


Dorothea F. Radusch 


APPLIED DENTAL MATERIALS 


By John N. Anderson, B.D.S. 422 pages 
with 31 illustrations. Index. English edi- 
tion, 37s. 6d. Oxford, Blackwell Scientific 
Publications, 1956. U.S. edition, Spring- 
field, Iil., Charles C Thomas, 1956. 


The author writes, “This book . . . is intended 
as a guide to the everyday manipulation of 
materials, rather than a scientific treatise upon 
their properties. It is intended both as a 
textbook for students, and also as a reference 
book to which dental practitioners and their 
technicians will turn Certainly, the 
author has attained his objective, since a 
number of technics are described which are not 
ordinarily employed in the American dentist's 
office but with which he should be familiar. 

For example, a chapter on the chrome- 
cobalt alloys presents for the first time in the 
dental literature a complete account of the 
technical procedures employed in the casting 
of partial dentures, together with the theory 
involved. Each step of the procedure is ex- 
plained. This particular type of alloy is too 
often neglected in the teaching of dental 
materials in the United States. 

The book is divided into five sections, each 
of which deals with a specific phase of the 
subject. 

All of the general phases of the subject of 
dental materials are covered, including gen- 
eral properties of materials, cast and wrought 
metals, casting technics, plaster, stone, im- 
pression materials, acrylic resins, dental ce- 
ments and dental amalgams. The main ap- 
proach is British, but there are few sections 
which cannot be applied to American den- 
tistry as well. 

The academic or basic science aspects of the 
subject are related to the practical phases, but 
it is evident that the author is better versed 
in the technical phases than in some of the 
background theory. 

The book is printed in an easily read type. 
The illustrations are mainly line drawings 


fe 

a 

j 


not too carefully selected. More illustrative 
material would enhance the value of the book, 
particularly as a textbook. 

An extensive bibliography of source mate- 
rial is appended. The references have been 
carefully selected, and both the English and 
the American literature is covered. A list of 
selected physical tables is included. 

This book is definitely recommended as a 
part of the required reading in courses in den- 
tal materials, and it would be a valuable 
addition to the professional library of any 
practicing dentist. 

Eugene W. Skinner 


HEALTH OBSERVATION OF 
SCHOOL CHILDREN 


By George M. Wheatley, M.D., M.P.H., 
and Grace T. Hallock. Second edition. 
488 pages with illustrations. Index. $6.50. 
New York, The Blakiston Division, Mc- 
Graw-Hill Book Co., Inc., 1956. 


Numerous improvements and additions have 
been made in this edition of a volume that 
appears to have become well established as a 
valuable aid to teachers, parents and all 
others who have direct relationships with 
children. With the help of the simple yet 
complete discussions of all aspects of child 
health and development, such persons will be 
well prepared to detect deviations from 
normal, to provide significant guidance on 
health matters for children and to inculcate 
positive attitudes regarding health. 

This new volume follows the same general 
organization as earlier editions, with chapters 
on general child health problems, growth, 
mental attitudes, the heart, lungs, gastrointes- 
tinal tract, skin and special senses. The final 
chapter considers bones and muscles, their 
importance in growth and posture and dis- 
orders that may affect them. There is extensive 
discussion of the teeth in the chapter on 
gastrointestinal functions, as well as material 
on speech problems that may result from tooth 
defects. 

Usefulness of the book as a working tool is 
enhanced by the inclusion of a list of national 
organizations working in health education. 
Suggestions about visual aids for each chapter 
are contained in an appendix, with a selected 
list of film sources. At the end of each chap- 
ter there are provocative questions based on 
the subject material, suggested activities and 
a bibliography. 

Many chapters contain new material or have 
been extensively revised. The polio situation 
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has been brought up to date, and there is an 
illustrated discussion of the newer method 
of artificial respiration. Also included is new 
material on the problem of influenza immuni- 
zation. 

This volume undoubtedly will be as well 
received as was the first edition. 
William W. Bolton 


L’INSTITUT DE MEDECINE DENTAIRE DE 
L’ UNIVERSITE DE GENEVE, 1881-1956 
(THE DENTAL INSTITUTE OF THE 
UNIVERSITY OF GENEVA FROM 1881 


To 1956) 
Edited by A. J. Held. 104 pages with 125 


illustrations. Zurich, Verlag Berichthaus, 


1956. 


Detailed accounts of the activities of a dental 
school celebrating an important anniversary 
have become extremely popular with the den- 
tal profession. Some of these reports provide 
little more than abstracts of lectures and dis- 
sertations; others, however, give an excellent 
description of recent achievements in dental 
research and education and include critical 
analyses of the work done during the period 
reviewed. The value of such a report depends 
largely on the ability of the editor and the 
standards of the contributors. 

The Dental Institute of the University of 
Geneva, Switzerland, one of the oldest 
European dental schools, recently celebrated 
its seventy-fifth anniversary. 

Prof. A. J. Held, its present head, has issued 
an account of the various branches of den- 
tistry in which the Institute is actively inter- 
ested. The contributors, members of the uni- 
versity staff, have been well selected, and the 
combined result of their work makes this 
report an interesting publication for the den- 
tal profession, especially for staff members of 
American dental schools. 

This comparatively small, paper-bound book- 
let provides a critical assessment of the excel- 
lent, educational work accomplished at the 
dental school in Geneva and avoids the danger 
of being a “cookbook of dental education.” 

Although the book is written in French, it 
will be understood easily because each con- 
tribution is accompanied by summaries in 
English and German. 

Illustrations are plentiful and excellent; the 
type could be larger, the binding better, and 
an index and a bibliography added but, of 
course, this would mean additional expenses 
that the Institute obviously could not meet. 

Paul H. Glucksman 
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JOURNAL OF THE AMERICAN MEDICAL 
ASSOCIATION, QUERIES AND MINOR NOTES 


334 pages. $5.50. St. Louis, C. V. Mosby 
Co., 1956. 


The keen interest displayed in the qutstion 
and answer section of the Journal of the Amer- 
ican Medical Association is certainly a good 
reason for systematizing the heterogeneous 
questions according to the medical concepts of 
1955. The material is organized in terms of 
the body as a whole and into the various sys- 
tems and organs of the body. The purpose is 
to present the views of experts on controver- 
sial issues not found in standard textbooks or 
monographs. 

The dentist will find these questions repre- 
sentative of many encountered in everyday 
dental and medical practice. This collection 
thus constitutes a valuable reference guide. 

I. Newton Kugelmass 


IN THE DOCTOR’S OFFICE—THE ART OF 
THE MEDICAL ASSISTANT 


By Esther Jane Parsons. Second edition. 
326 pages with illustrations. Index. $3.95. 
Philadelphia, J]. B. Lippincott Co., 1956. 


The material in this book, written by a for- 
mer medical assistant and teacher of assistants, 
is presented in a somewhat different manner 
than in most books of its kind. It should ap- 
peal to the graduate nurse as well as to the 
person with secretarial training who seeks em- 
ployment in the doctor’s office. 

Its 16 chapters adequately cover all the 
duties of a medical assistant. No attempt has 
been made to instruct the reader in the tech- 
nical aspects of medical assisting as it is as- 
sumed that those who use this book will have 
had such training. However, its chapter “In 
The Treatment Room” provides technical 
information that can be reviewed to good 
advantage. 

A chapter “The Sum of What You Are” 
which discusses personality, dress, cosmetics 
and coiffure, carriage and posture, and char- 
acter offers information which this reviewer 
feels is too frequently overlooked by many 
writers of books intended to assist persons 
rendering health services. 

Illustrations at the beginning of each chap- 
ter, cleverly done by Jean McConnell, inject 
a note of humor and add reader interest to the 
topics discussed. Although some might feel 
that this manner of instruction is lacking in 
professional dignity, the reviewer believes the 
everyday business of dealing with patients in 


the doctor’s office can be approached with 
advantage from a down to earth attitude. 
There is a lesson in each illustration, and the 
information in the chapters should provide the 
answers to many questions that the medical 
assistant has probably failed to find in books 
of a more technical nature. 

The type is large and readable. Although 
the paper and binding are adequate, improve- 
ment of both might enhance the value of the 
book. 

Violet L. Crowley 


DISEASES OF THE SKIN 


By Richard L. Sutton. Eleventh edition. 
1,479 pages with 1,972 illustrations. In- 
dex. $29.50. St. Louis, The C. V. Mosby 
Co., 1956. 


This beautifully arranged and extremely com- 
prehensive eleventh edition of a volume that 
has long enjoyed a superior rating comes up to 
all expectations. Timeliness of the volume is 
emphasized by the editor’s comment to the 
effect that it has been modernized throughout 
up to the time galley proofs were read. Since 
the previous edition was published in 1939, 
extensive revision was required in many sec- 
tions. 

Thanks to the illustrations, of which there 
are 1,972, the text is especially well explained. 
There is a tremendous amount of material 
that will be invaluable to the dentist, including 
illustrated discussions of diseases of the mouth, 
teeth, lips and gingiva. This material is found 
in a 362 page chapter on malformations and 
neoplasms of the skin and adjoining mucosa, 
in another 946 page chapter on diseases affect- 
ing the mucosa adjoining the skin and in 
various other chapters in which disorders due 
to specific causes are considered. 

There is an extensive index, with appropriate 
cross references, that facilitates search for 
specific discussions. 

After chapters on anatomy, embryology, 
physiology, symptomatology and pathology, 
etiology and diagnosis, there is one on general 
treatment procedures in which special agents 
are considered. Then follow several chapters 
on dermatoses due to various specific agents, 
including chemicals, viruses, bacteria, fungi, 
metabolic and vascular disorders. 

In this volume has been assembled all the 
technical information necessary for understand- 
ing and management of dermatologic condi- 
tions. These are emphasized in proportion to 
their incidence. Evaluation of specific treat- 
ment procedures is thorough and decisive. 

William W. Bolton 
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MEASUREMENT OF STRESS IN 
MASTICATION. 


D. J. Anderson, p. 664. 


The method of recording masticatory stresses 
previously described by the author (J. D. Res. 
$2:785 Dec. 1953) has been used on four 
subjects chewing biscuit, raw carrot and 
meat. The results, expressed in kilograms per 
square millimeter of recording surface and the 
mean maximum pressures, varied between 0.40 
and 1.75 Kg. per square millimeter. Total 
pressures and the number of chewing thrusts 
per sequence were determined. With all mate- 
rials, one subject consistently showed greater 
total pressures per chewing sequence than the 
others. However, no pattern of behavior 
emerges either in pressure or the number of 
chewing thrusts per sequence which might be 
related to the nature of the food being chewed. 


MEASUREMENT OF STRESS 
IN MASTICATION. I. 


D. J. Anderson, p. 671. 


Calibration technic for the method of record- 
ing masticatory stresses with resistance wire 
strain gauges has been modified to allow the 
determination of vertical loads on the whole 
tooth. Calibration is carried out with the 
strain gauge apparatus in a metal model of 
the tooth which has been accurately articulated 
with its opposite tooth. 

This modification has so far been applied 
to two subjects, and the mean maximum whole 
tooth loads varied between 7.2 and 14.9 Kg. 
when biscuit, carrot and meat were the foods 
chewed. 


CONGENITAL DENTOFACIAL 
MALFORMATIONS IN RATS INDUCED BY 
MATERNAL NUTRITIONAL DEFICIENCY 


Frederick M. Deuschle and Josef War- 
kany, p. 674. 


This study is an analysis of the dentofacial 
changes in newborn rats, changes attributable 
to maternal riboflavin deficiency. 

The resulting malrelationships and “mal- 
occlusions” have been evaluated by cephalo- 
metric methods. It was found that the various 
facial angles were not equally affected by a 
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changed prenatal chemical environment and 
that different parts of the facial skeleton were 
retarded disproportionately. Since the corpus 
of the mandible was more reduced than the 
maxilla, prerequisites for malocclusion were 
present. 


THE PATHOGENESIS OF ABNORMAL 
ENAMEL FORMATION IN RABBITS 
INOCULATED WITH VACCINIA 


Seymour J. Kreshover and James A. Han- 
cock, Jr., p. 685. 


Considerable developmental dental defects 
may be noted in rabbits that have been in- 
fected with vaccinia virus. In an attempt to 
clarify the pathogenesis of such disturbances, 
eruption rates, as well as a number of calcium 
and phosphorus determinations, were recorded 
for eight control rabbits, six recently inoculated 
and four grossly hypoplastic rabbits. It was 
ebserved that eruption is significantly slowed 
after inoculation and is even more retarded at 
the time hypoplastic lesions appear on the 
crowns. No significant departures from control 
levels were noted in the blood serum calcium 
and phosphorus readings of either experi- 
mental group. 

Although the dental abnormalities following 
vaccinia inoculation are quite like those de- 
scribed in rats on which parathyroidectomy 
and hypophysectomy have been performed and 
in magnesium-deficient rats, it is difficult to 
conceive of a common denominator to explain 
the pathogenesis in all instances. Nevertheless, 
in all these different situations there is a re- 
tarded rate of eruption, which seems to be the 
principle mechanism by which the wavelike 
apical deformities are produced. 


THE EFFECTS OF ALUMINUM OXIDE ON 
THE LUNGS OF MICE 


Charles A. Clark, p. 693. 


A STUDY OF INFERIOR ALVEOLAR NERVE 
BLOCK ANESTHESIA IN HUMANS 
COMPARING 2.0 PER CENT PROCAINE WITH 
2.0 PER CENT PROCAINE PLUs 1:50,000 
EPINEPHRINE 


Emmett R. Costich, p. 696. 


There have been statements in the literature 
to the effect that nerve blocks with procaine 
containing no vasoconstrictor would give anes- 
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thesia of sufficient depth and duration for den- 
tal operations. To evaluate this opinion, 50 
medical students served as experimental sub- 
jects and received right inferior alveolar nerve 
blocks. Each subject received five injections 
at weekly intervals. The first injection was dis- 
regarded in tabulating data; and of the re- 
remaining four, two injections of procaine- 
epinephrine and two of procaine were used. 
The students were observed for changes in 
pulse rate, blood pressure, pulse pressure, 
respiratory rate; sign of tremor, sweating, and 
faintness; and onset, duration and quality of 
anesthesia and postanesthetic pain. Procaine- 
epinephrine injection resulted in the following 
statistically significant differences as compared 
to procaine: (1) drop in postinjection dias- 
tolic blood pressure, (2) longer duration of 
anesthesia, (3) increased number of untoward 
reactions, (4) more desirable depth of anes- 
thesia. 


THE INFLUENCE OF DESIGN FACTORS IN 
THE PERFORMANCE OF THE INVERTED 
CONE BUR 

E. E. Henry, p. 704. 


The advent of cavity-shaping technics which 
utilize high rotational speeds and a light hand 
pressure to remove a large amount of tooth 
material has resulted in an acute awareness 
on the part of dental operators that certain 
burs are superior to others. This report is a 
partial result of a program to determine the 
influence of various design factors on the 
performance of dental burs. Specifically, the 
purpose of this program is to study the effect 
of six variables on the cutting ability of the 
no. 37 bur. These variables are: (1) the finish, 
(2) heat treatment, (3) end flutes, (4) changes 
in bur diameter, (5) changes in length of 
engagement and (6) changes in the number 
of flutes. The results are shown graphically 
in terms of the average linear displacement 
per flute revolution, which is equivalent to the 
average distance that the bur advances into 
the cut per flute revolution. It was found that 
only the last one-thousandth of an inch of 
flute edge is effective for cutting a soft. mate- 
rial. This distance decreases as the material 
hardness increases until, in some instances, 
only a few micro-inches of blade edge are 
effective. 


HISTOGENESIS AND HISTOCHEMISTRY 
OF PULPAL CALCIFICATIONS 


P. L. Johnson and G. Bevelander, p. 714. 


A study of pulpal calcification in the human 
tooth was made. Denticles arose from a nidus 


of cells. Subsequently, reticular fibers sur- 
rounded the cells. Then calcification of the 
first formed matrix occurred. At the same time, 
additional matrix was laid down peripherally. 
Extensive calcification of pulp horns, some- 
times observed, resulted from the fusion of 
several denticles. Areas of diffuse calcification 
were observed, chiefly in the root canals. They 
first appeared as minute spheres which under- 
went enlargement as a result of fusion of 
neighboring centers. 

Like the denticles, these structures had an 
organic matrix composed of reticular fibers 
and a ground substance. A complex consisting 
of reticular fibers and a ground substance 
containing mucoprotein and metachromatic 
material was observed in denticles and diffuse 
calcifications. Unlike developing bones and 
teeth, however, no indication of alkaline phos- 
phatase, glycogen or nucleic acid was observed 
in any cells or tissues associated with these 
calcifying regions. 


ACCOMMODATION OF NORMAL AND 
PATHOLOGIC PULP NERVES 


Fernando Vargas F., p. 723. 


Nerve accommodation was measured in 20 
normal and 15 abnormal teeth by the use of 
one rectangular impulse and seven exponen- 
tially increasing currents with time-constants 
between 4.85 and 42.5 milliseconds. In normal 
teeth, the slope of accommodation was 0.164 
rheobase per millisecond. This value is higher 
than values obtained in other human tissues. 
In pathologic teeth, the slope of accommoda- 
tion decreases to 0.048 rheobases per milli- 
second. The difference between the two groups 
is statistically significant (P<0.001). Since ac- 
commodation is a linear function in normal 
and pathologic pulp nerves, it is possible to 
measure accommodation by means of only two 
different stimuli of known time-constants. This 
procedure represents a simplified method to 
test excitability of pulp nerves. The great 
difference of the slope of accommodation be- 
tween normal and pathologic teeth enhances 
the possibility of using this method in dental 
electrodiagnosis. 


DENTAL CONDITIONS AMONG THE 
POLYNESIANS OF PUKAPUKA: II. THE 
PREVALENCE OF PERIODONTAL DISEASE 


G. N. Davies, p. 734. 


This report is the second of a series covering 
the results of a dental survey of the natives 
living on a remote Pacific atoll. Of 497 sub- 
jects examined, 45 per cent were affected to a 
greater or lesser extent by periodontal disease. 
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Of the 225 patients with periodontal disease, 
62 had mild gingivitis (Grade 1), 68 had 
moderate gingivitis (Grade 2), 40 had severe 
gingivitis (Grade 3) and 55 had severe gingi- 
vitis with associated generalized periodontitis 
(Grade 4). There was no significant difference 
in the prevalence of periodontal disease be- 
tween men and women. 

A strong association was found between the 
prevalence of periodontal disease and increas- 
ing age. Children under ten years of age were 
rarely affected, whereas 92 per cent of adults 
over 41 years of age were affected. Occlusal 
trauma, food impaction and premature wear 
of teeth were found to be associated with perio- 
dontal disease in 34.6, 9.7 and 8 per cent of 
the subjects, respectively. There was signifi- 
cant association between the degrees of perio- 
dontal involvement and the extent of both 
supragingival and subgingival calculus forma- 
tion. 

A significant association was found between 
high erythrocyte sedimentation rates and severe 
periodontal disease and also between high 
serum protein values and severe periodontitis. 
A negative association was found to exist be- 
tween leukocyte counts and severe periodontal 
disease. The possible influence of vitamin A 
and C deficiencies as predisposing factors is 
mentioned. 


CHEMICAL ANALYSIS OF HUMAN TEETH 
Kamal Asgar, p. 742. 


STUDY OF TIN IN ENAMEL 


Finn Brudevold and Luville T. Steadman, 
p. 749. 


The concentration of tin in successively ground 
layers of enamel has been determined spectro- 
graphically for groups of unerupted and 
erupted teeth of different ages. 

The amount in unerupted teeth is about 1 
ppm and is evenly distributed with depth. 

In erupted intact teeth of 50 years of age, 
the outermost layer has only 7 ppm, an amount 
indicating no significant posteruptive uptake. 
The tin in the external layer of teeth with 
amalgam restorations, however, increases from 
20 to 80 ppm as the person grows older. 


ESTIMATION OF THE CHLORIDE 
LEVEL OF SALIVA 


John T. Anders, p. 753. 


A method for measuring the chloride ion con- 
centration of the saliva and a method for clas- 
sification of subjects according. to the DMF 
index have been presented. On the basis of 
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the study of 251 subjects, a significant dif- 
ference was found to exist between the chloride 
level of the caries-free group and that of the 
group with most extensive and rapid carious 
breakdown. The possible implications of the 
presence of the chloride ion in the saliva are 
discussed, and it is suggested that there may 
be a connection between the presence of the 
ion and the amylase activity of saliva. 


URINARY FLUORINE LEVELS IN CHILDREN 
FOLLOWING THE CLINICAL USE OF A 
STANNOUS FLUORIDE-CONTAINING 
DENTIFRICE 


Richard A. Schweinsberger and Joseph 
C. Muhler, p. 760. 


The routine use of a stannous fluoride-contain- 
ing dentifrice (1,000 mg./Gm. of fluoride) did 
not significantly increase the urinary fluorine 
level in a group of children over the level of a 
similar group of children using an identical 
dentifrice not containing fluoride. When the 
children using the stannous fluoride dentifrice 
are compared with a similar group of children 
residing in a natural fluoride area, there is 300 
per cent less fluorine in the urine of the 
former group. 


EFFECT OF VARIOUS CONCENTRATIONS OF 
SODIUM FLUORIDE ON PARASITIC AND 
FREE-LIVING PROTOZOA AND ROTIFERA 


Wayne W. Wantland, p. 763. 


Parasitic protozoa in the intestinal tract of 
golden hamsters are diminished when the host 
is given ad libitum 2 to 10,000 ppm of sodium 
fluoride in drinking water. These parasites dis- 
appear from the intestine of hamsters when 
higher concentrations of sodium fluoride (0.5 
cc., 500 to 10,000 ppm) are administered by 
stomach tube daily for five days. 

In vitro experiments indicate a strong re- 
sistance of these parasitic protozoa to 2 to 
100 ppm of sodium fluoride. On microscopic 
slides, concentrations of 500 to 10,000 ppm 
of sodium fluoride prove lethal to these para- 
sites in from 10 to 40 minutes. Free-living 
protozoa (Paramecium and Euglena) and 
fresh water forms of Rotifera continue to be 
alive and active when placed in sodium 
fluoride concentrations of 2 to 1,000 ppm but 
are killed rather quickly when placed in con- 
centrations of 1,700 to 10,000 ppm. A biologic 
test which uses forms of Rotifera and Parame- 
cium as test organisms and a modification of 
the Hellige fluoride reagent no. 611-S751 
(MHR) has been devised. It requires two 
hours to complete and accurately differentiates 
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between water containing 10 ppm of sodium 
fluoride (4.5 ppm fluoride ion) or less and 
water containing 20 ppm of sodium fluoride 
(9.5 ppm fluoride ion) or more. Data pre- 
sented (1) provide strong evidence against the 
idea still prevalent in many places that fluoride 
is a highly toxic protoplasmic poison even in 
low concentrations, and (2) further promote 
testing procedures for confirming amounts of 
fluorine added to water, which should allay 
the fears of the most critical and apprehensive 
individuals. 


X-RAY STUDY OF FLUORAPATITE 
FORMATION DURING THE FLUORIDE 
TREATMENT OF POWDERED DENTAL 
ENAMEL 


Robert B. Fischer, Charles E. Ring and 
Joseph C. Muhler, p. 773. 


Two roentgenographic methods are described 
for the direct determination of whether an 
apatite sample is dominantly hydroxyapatite 
or dominantly fluorapatite. In one, conven- 
tional powder diffraction technics are used 
with particular attention to sample mounting 
and collimation. In the other, a curved crystal 
monochromator is used. Samples of enamel 
treated with fluoride reagents reveal that, 
under the conditions used, fluorapatite is not 
the dominant product in the treatment of 
enamel with fluorides. 


THE FORMATION OF LACTIC ACID IN 
DENTAL PLAQUES. I. CARIES-ACTIVE 
INDIVIDUALS 


B. W. Moore, William J. Carter, J. K. 
Dunn and L. S. Fosdick, p. 778. 


The pH and lactate concentration of dental 
plaques before and at intervals after a 50 per 
cent sugar rinse were measured. It was found 
that the increase in lactate content of the 
material followed very closely the increase in 
hydrogen ion concentration. On the basis of 
titration curves of dental plaques, it was con- 
cluded that all or nearly all of the observed 
decrease in pH could be accounted for by the 
increase in lactate. 


THE FORMATION OF LACTIC ACID IN 
DENTAL PLAQUES. II. ORAL CONDITIONS OF 
PRIMITIVE BUSHMEN OF THE WESTERN 
KALAHARI DESERT 


A. J. Clement, R. Plotkin and L. S. Fos- 
dick, p. 786. 


Fifty primitive Bushmen were secured, and the 
oral conditions of these individuals were ob- 
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served. In addition to a clinical examination, 
the pH and lactate before and after a 50 per 
cent sugar rinse were measured. It was found 
that the African Bushmen are caries-inactive. 
In no instance did the pH of the plaques drop 
below 5.5 after a sugar rinse. The possible 
causes of the observed oral conditions are dis- 
cussed. 


THE FORMATION OF LACTIC ACID IN 
DENTAL PLAQUES. III. CARIES-IMMUNE 
INDIVIDUALS 


Harold R. Englander, William J]. Carter 
and Leonard S. Fosdick, p. 792. 


Fifty-one caries-free individuals were found 
after screening 50,000 Navy recruits. The pH 
and lactate content of dental plaques were 
measured before and after a sucrose rinse. In 
no instance did the pH drop below 5.5. The 
lactate concentration was in general about 
half that found in the plaques of caries-active 
individuals. The analytical results of caries- 
active individuals, African Bushmen, and 
caries-immune individuals were compared and 
discussed. 


THE RELATIVE EFFICIENCY OF TWO 
SELECTIVE MEDIA FOR THE ISOLATION OF 
LATOBACILLUS SPECIES FROM THE MOUTH 


G. Charlton and H. C. Spies, p. 800. 


Two selective media, Rogosa S.L. agar and 
Kulp-Hadley tomato-peptone agar, have been 
examined with respect to their relative 
efficiency for the isolation of lactobacillus 
species from the mouth. 

From this work it may be concluded that 
Rogosa §.L. agar is more selective for oral 
lactobacilli than the tomato-peptone agar and 
that, as similar numbers of lactobacilli can be 
recovered from saliva samples, it is a suitable 
medium for use in routine lactobacillus counts. 


OBSERVATIONS OF HUNTER-SCHREGER 
BANDS 


J. F. Mortell, Jr., and F. A. Peyton, p. 
804. 


Because of the need for a better understand- 
ing of the physical arrangement of the enamel 
rods in human tooth enamel, this examination 
of the Hunter-Schreger bands was undertaken. 
A method for examining Hunter-Schreger 
bands by means of a shadowed replica technic 
and shadowed tooth sections was employed. 
Throughout the study, it was observed that 
the replica method was sensitive for the study 
of Hunter-Schreger bands. 
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Although areas on replicas were readily 
found where Hunter-Schreger bands corre- 
sponded to parazones and diazones, these 
bands often were observed in areas where no 
change in rod direction was apparent. Thus, 
it would appear that an explanation of the 
Hunter-Schreger bands entirely on the basis of 
changes in direction of the rods may be an 
oversimplification. In general, the dark bands 
in the replicas examined displayed more de- 
tailed structure than the light bands. The con- 
trast between the light and dark bands in re- 
gard to structure, discernible within the rod 
sheath, was striking. 

Three morphologic characteristics of Hunter- 
Schreger bands appear evident from this study: 
(1) The bands are revealed to extend from 
the dentinoenamel junction to the periphery 
of the enamel in many teeth when examined 
by the shadowed replica method; (2) the bands 
form concentric arcs in the cuspal areas, as a 
characteristic formation; (3) the Hunter- 
Schreger bands may be observed in areas of 
the enamel where change in rod direction 
is not apparent. 


THE PIN CLAMP AS A BONE STOP 


H. L. Hubinger. J. Oral Surg. 14:284 
Oct. 1956. 


In gunshot fractures of the mandible, the 
Roger Anderson pin clamps are used as bone 
stops on large gauge Kirschner wire to main- 
tain bone fragments in their normal position. 
The large gauge Kirschner wire with its spade- 
shaped pointed end is easily driven with a 
hand drill through the bone of the mandible. 
By immobilization of the fragments in this 
manner, the viable comminuted bone is al- 
lowed to form a matrix for eventual bony 
union. 


MANAGEMENT OF MEDICAL AND 
ANESTHETIC EMERGENCIES IN ORAL 
SURGERY 


Glenn J. Potter, M.D. J. Oral Surg. 
14:301 Oct. 1956. 


Emergencies occur because of predisposition 
in the patient and untoward results of minis- 
trations by the surgeon and anesthetist. A 
good code of procedure will prevent most 
emergencies and assure a better response when 
they occur. History taking and physical exami- 
nation aid in prevention and proper manage- 
ment. Poor risks require hospitalization and 
, consultation with the internist. 
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Diabetic patients are given glucose and 
saline infusions with insulin. Hypothyroidism 
requires that light anesthesia be used, whereas 
thyrotoxic patients need sedation and potent 
anesthetic agents if anoxia is to be avoided. 

Local anesthetic convulsions are controlled 
with intravenous thiopental sodium or other 
agents, after which resuscitation employing 
100 per cent oxygen must be carried out. 
Hyperthermia may be lessened by ice packs, 
hydration and light draping of patients. 

Overdosing with opiates and anesthetic 
agents causes respiratory depression and should 
be avoided. Analeptics have less value than 
artificial respiration with oxygen. Each type 
of respiratory obstruction requires separate 
management, including use of artificial air- 
ways, aspiration and employment of dependent 
drainage. 

Alteration in blood pressure and cardiac 
rhythm must be treated with appropriate drugs 
and other measures. Adrenal cortical hormone 
is given intravenously to some patients with 
intractable shock. Meperidine, tourniquets and 
oxygen with positive pressure are employed 
for acute pulmonary edema. 

Good anesthetic management with avoid- 
ance of anoxia prevents cardiac arrest. If 
cardiac arrest occurs, immediate thoracotomy, 
with rhythmic cardiac compression and other 
measures, is required. 

Vomiting under anesthesia is reduced by 
preoperative abstinence from food and by 
maintenance of an adequate level of anesthesia. 
If the stomach is inflated by the anesthetist, 
it should be immediately decompressed by 
passage of a large rubber tube. 

Care is required in venipuncture to adjust 
the needle point centrally in the vein, thus 
avoiding extravasation. 


TREATMENT OF MAXILLARY AND MALAR 
FRACTURES: REPORT OF CASE 


Paul E. Jurgens. J. Oral Surg. 14:339 
Oct. 1956. 


A 30 year old man was admitted to the hos- 
pital with multiple lacerations of the head 
and legs, loss of some maxillary and man- 
dibular teeth and fracture of the maxillary 
and left zygomatic bones. Tetanus toxoid and 
antibiotics had been administered prior to his 
admission, and all lacerations had been su- 
tured. 

Characteristic signs of a fractured zygoma 
were present. These signs included: periorbital 
ecchymosis, visible depression in the fractured 
region, anesthesia over the distribution of the 
left infraorbital nerve, pain in the left coronoid 
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process on movement of the mandible, and 
depression of the region on digital examina- 
tion. The maxillary fracture was proved with 
intraoral and digital examinations. Multiple 
head roentgenograms further confirmed the 
diagnosis. 

The remaining physical examination and 
laboratory studies were essentially negative. 

Treatment consisted of open reduction of 
the fractured zygoma in the zygomatico- 
temporal and zygomaticofrontal suture lines, 
placement of Jelenko arches on the maxillary 
and mandibular teeth and application of inter- 
maxillary elastics. The elastics were replaced 
with stainless steel wire four days postopera- 
tively. 

Postoperative roentgenograms revealed the 
maxillary and malar bones to be in good 
position. 

Final postoperative examination revealed 
healing of the fractures and a good cosmetic 
and functional result. 

Fractures of the maxilla and malar bones 
can be treated by various methods. Occasion- 
ally, it is advantageous to combine intraoral 
and extraoral procedures to obtain an opti- 
mum result. 


ALVEOLAR SOFT-PART SARCOMA 
OF THE TONGUE: REPORT OF CASE 
Jack B. Caldwell, Kenneth W. Hughes 


and Edward J. Fadell. J. Oral Surg. 
14:342 Oct. 1956. 


Alveolar soft-part sarcoma is a rare neoplasm. 
It usually occurs during the second or third 


decades of life. Clinically, it is a slowly 
growing, firm, asymptomatic mass, usually cir- 
cumscribed and at least partially encapsulated. 
Pain is found occasionally. Venous plexuses 
are often found about the capsule. Microscopic 
examination of lesions of this type occasion- 
ally reveals intravascular invasion. This con- 
dition has little effect on the prognosis, and 
metastatic spread does not always follow. 
When metastases occur, the lungs are usually 
the first site. In the majority of instances 
reported in the literature, local excision was 
the most common method of treatment. Radia- 
tion therapy, when used, was of doubtful 
value. 

A case illustrating the unusual occurrence of 
alveolar soft-part sarcoma in the deep lingual 
musculature is reported. 

A four year old boy developed a firm, well- 
circumscribed, nontender mass in the base of 
the tongue on the right side. The mass had 
been present approximately three months prior 
to initial examination. Clinically, the sur- 


rounding tissues were of normal appearance 
and consistency. Roentgenographic examina- 
tion of the lesion was negative. After initial 
examination and appraisal, the entire mass was 
removed through an approach from the right 
lateral border of the tongue, under general 
anesthesia. The postoperative course was un- 
eventful, and followup examination one year 
after surgery indicated that there was no re- 
currence of the lesion. 

Microscopic examination of the excised 
mass revealed encapsulation of the lesion, with 
cellular proliferations involving the capsule. 
Tumor cells were demonstrable within vascu- 
lar channels adjacent to the capsule. The bulk 
of the mass appeared to be made up of a 
proliferation of large oval or polyhedral cells 
having abundant eosinophilic cytoplasm and 
moderately large nuclei. Many of the cells had 
a fine to coarse cytoplasmic granularity. In 
some areas, a somewhat alveolar pattern was 
evident. Where the alveolar pattern predomi- 
nated, capillaries appeared to be elongated 
and compressed by the proliferated cells. 

Although the pathogenesis and nomenclature 
for this tumor are in dispute, the lesion clini- 
cally represents one more entity which must 
be considered in a differential diagnosis of a 
neoplasm occurring about the musculature of 
the oral cavity. 


TRAUMA AS A FACTOR IN CAUSING 
DELAYED REPAIR OF DENTAL EXTRACTION 
SITES 


Charles C. Alling and Donald A. Kerr. 
J. Oral Surg. 15:3 Jan. 1957. 


A theory is advanced that after dental extrac- 
tions the remnants of the periodontal mem- 
brane play a highly significant role in organiz- 
ing the blood clot. It is proposed that a 
damaged periodontal membrane would not 
provide an adequate supply of fibroblasts and 
angioblasts and an alveolar osteitis, that is, a 
dry socket, would be more likely to occur. 

Bilateral removal of molar teeth of six to 
eight-month-old monkeys was performed to 
compare the influence of burnishing trauma 
induced during extraction to a normal repair 
of dental alveoli in which the periodontal 
membrane was not unduly traumatized. On 
each of 25 monkeys the right first mandibular 
molar was removed with extraction forceps, 
and, at the same time, the contralateral molar 
was removed with elevators and the alveoli 
burnished with blunt instruments. 

The monkeys were studied clinically and 
histologically at one day, one week, two and 
three weeks after the extraction procedures. 
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Clinically, in all 25 monkeys the right, un- 
affected, control sockets appeared to be within 
normal limits; on the left side the affected 
sockets were as follows: 14 showed a moderate 
delay in repair; 7, considerable delay; and 4 
appeared normal. Histologically, in the affected 
sockets there was a greater incidence of in- 
complete epithelization at the surface of the 
socket, less residual periodontal membrane and 
a retarded new bone formation. 

Conclusions were drawn that a delay in re- 
pair of dental alveoli may be caused by bur- 
nishing trauma during extractions that removes 
or severely injures the residual periodontal 
membrane. This is due to physical forces that 
necrotize the residual periodontal membrane 
and cause prolonged exudative inflammation. 


ORAL LEUKOPLAKIA: 
REVIEW OF THE LITERATURE 


H. C. Russ. J. Oral Surg. 15:40 Jan. 
1957. 


A review of the literature was made to de- 
termine the status of leukoplakia as a pre- 
cancerous lesion and to establish the areas of 
this subject that are in need of further study. 

Most of the writers agreed that some form 
of irritant causes leukoplakia, and they also 
were in agreement on the lack of satisfactory 
methods of treatment. 

The following conclusions were made as a 
result of the review: 

1. Although the majority of writers indi- 
cated that they believe leukoplakia is a pre- 
cancerous lesion, there is not a large volume of 
conclusive evidence to substantiate this belief. 

2. There is need for standardization of 
terminology, treatment, followup and the re- 
porting of leukoplakia lesions that terminate 
in cancer, 

3. Further research is needed to support 
the contention that leukoplakia is a precan- 
cerous lesion. 


CURRENT LITERATURE . . VOLUME 54, MARCH 1957 © 437 


A MODIFIED METAL URETHRAL SOUND AS A 
NEW INSTRUMENT IN ZYGOMATIC 
REDUCTIONS 


Raymond E. Boudreaux. J. Oral Surg. 
15:31 Jan. 1957. 


The metal urethral sound, which has been used 
as an instrument for zygomatic reductions for 
years, was felt to have certain inherent de- 
ficiencies when used for this purpose. Two 
welded metal attachments were added to over- 
come these deficiencies. The modified sound 
has been used on a series of 88 patients and 
is considered to have distinct advantages as 
an addition to the existing armamentarium. 
It is used by the author only with the intra- 
oral buccal approach and only with pull force. 
There is no need for levering action with pos- 
sible damage to fulcrum region. Five cases are 


reported. 


SEVERE ALLERGIC REACTION 
DURING THIOPENTAL SODIUM ANESTHESIA 


James R. Hayward and Gordon L. Kies- 
ter. J]. Oral Surg. 15:61 Jan. 1957. 


Routine safe utilization of drugs may promote 
a false sense of security on the part of the 
surgeon and dull his alertness for the patient 
who may have the rare, but hazardous, combi- 
nation of extreme sensitivity response. An in- 
stance is reported in which the use of thio- 
pental sodium for routine anesthesia for dental 
extractions resulted in a severe sensitivity re- 
sponse. Anaphylactic shock and laryngospasm 
complicated the procedure and necessitated ex- 
tensive resuscitative measures which are de- 
scribed. The report emphasizes the significance 
of the allergic state of patients in the selection 
of anesthetic agents. The effective treatment 
to counteract such severe reactions should be 
common knowledge for the oral surgeon re- 
sponsible for the procedure. 
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Deaths 


Adair, Arthur D., Jr., Geneva, Ala.; Atlanta- 
Southern Dental College, 1924; died Au- 
gust 28, 1956; aged 54. 

Adams, Lee A., LaGrange, Texas; State Den- 
tal College, Dallas, 1908; died November 
2, 1956; aged 69. 

Albertson, Walter B., Dallas, Texas; Ohio 
College of Dental Surgery, University of 
Cincinnati, 1923; died October 24, 1956; 
aged 63. 

Allen, Charles E., North Tonawanda, N. Y.; 
University of Buffalo School of Dentistry, 
1901; died October 25, 1956; aged 79. 

Angulo, Juan J., Baltimore; Pennsylvania 
College of Dental Surgery, Philadelphia, 
1905; died November 8, 1956. 

Anthony, Carlton C., East Pittsburgh; Pitts- 
burgh Dental College, Western University 
of Pennsylvania, 1906; died August 11, 
1956; aged 79. 

Austin, George T., Peoria, Ill.; Louisville 
College of Dentistry of Centre College, 
1916; died June 6, 1956; aged 73. 

Bachfield, Edward C., Winter Haven, Fla.; 
Central College of Dentistry, Indianapolis, 
1904; died October 13, 1956; aged 75. 

Backus, Alvin D., Cedarburg, Wis.; Mar- 
quette University Dental School, 1914; died 
November 4, 1956; aged 66. 

Bailey, John A., Columbus, Ohio; Ohio State 
University College of Dentistry, 1917; died 
October 8, 1956; aged 62. 

Baird, Perry C., Dallas, Texas; Vanderbilt 
University School of Dentistry, 1900; died 
September 26, 1956; aged 79. 

Baker, Joseph O., St. Paul; University of 
Minnesota College of Dentistry, 1922; died 
October 31, 1956; aged 59. 

Balthrope, H. W., Whiting, Kan.; Kansas 
City Dental College, 1895; died July 24, 
1956; aged 85. 

Banks, Roy H., Escanaba, Mich.; Chicago 
College of Dental Surgery, Loyola Univer- 
sity, 1905; died May 29, 1956; aged 71. 

Barbe, Edgar Joseph, New York; College of 
Dental and Oral Surgery, New York, 1911; 
died August 27, 1956; aged 66. 

Barker, Frank P. K., Gladwyne, Pa.; Univer- 
sity of Pennsylvania School of Dentistry, 
1907; died November 23, 1956; aged 72. 

Baum, Ernest I., Winthrop, Mass.; Chicago 
College of Dental Surgery, Loyola Univer- 
sity, 1918; died April 30, 1956; aged 73. 

Baumgartner, Gustav G., Milwaukee; Mar- 
quette University Dental School, 1921; died 
November 8, 1956; aged 76. 
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Baumrucker, Otto, Cicero, Ill.; Chicago Col- 
lege of Dental Surgery, Loyola University, 
1899; died November 3, 1956; aged 80. 

Beach, Joseph W., Buffalo; University of Buf- 
falo School of Dentistry, 1894; died Octo- 
ber 10, 1956; aged 90. 

Bell, De Witt T., Grand Island, N. Y.; Uni- 
versity of Buffalo School of Dentistry, 1910; 
died August 5, 1956; aged 70. 

Bender, Alexander, Milwaukee, Wis.; Mar- 
quette University Dental School, 1916; died 
November 1, 1956; aged 70. 

Bickford, Edwin W., Lewiston, Maine; Uni- 
versity of Maryland, Baltimore College of 
Dental Surgery, 1902; died November 13, 
1956; aged 84. 

Blaisdell, Edward W., Milwaukee; Northwest- 
ern University Dental School, 1903; died 
October 3, 1956; aged 79. 

Bondy, Cecil H., Newark, Ohio; Ohio State 
University College of Dentistry, 1931; died 
July 24, 1956; aged 50. 

Braithwaite, Earle S., Marblehead, Ohio; 
University of Michigan College of Dental 
Surgery, 1908; died October 12, 1956; aged 
71. 

Branham, J. Walton, Raleigh, N. C.; Atlanta- 
Southern Dental College, 1926; died Oc- 
tober 23, 1956; aged 53. 

Breitbart, Albert, Cleveland; Western Reserve 
University College of Dentistry, 1924; died 
October 6, 1956; aged 53. 

Brenner, Carl N., New York; New York Col- 
lege of Dentistry, 1910; died October 10, 
1956; aged 81. 

Bridge, Adelbert A., Tipton, Ind.; Indiana 
Dental College, 1903; died May 18, 1956; 
aged 75. 

Brown, Cleaveland D., Lake City, Fla.; At- 
lanta Dental College, 1910; died August 9, 
1956; aged 69. 

Brown, Gordon G., Kansas City, Mo.; West- 
ern Dental College, Kansas City, 1918; died 
March 4, 1956; aged 63. 

Burgess, D. O., Evansville, Ind.; Indiana Uni- 
versity School of Dentistry, 1927; died Sep- 
tember 1, 1956; aged 51. 

Burnham, Van R., Magee, Miss.; Southern 
Dental College, Atlanta, 1912; died August 
23, 1956; aged 69. 

Burrus, Hugh C., Hot Springs, Va.; Medical 
College of Virginia School of Dentistry, 
1919; died June 9, 1956; aged 60. 

Butler, Reuel A., Bolivar, Tenn.; University 
of Tennessee College of Dentistry, 1930; 
died September 15, 1956; aged 49. 
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Capwell, Rex P. W., Racine, Wis.; Marquette 
University Dental School, 1912; died Octo- 
ber 12, 1956; aged 67. 

Catheron, Robert S., Eastport, Maine; Har- 
vard University Dental School, 1905; died 
November 8, 1956; aged 76. 

Caywood, E. S., Ravenna, Ky.; Louisville 
College of Dentistry of Centre College, 
1911; died October 23, 1956; aged 69. 

Caywood, Harry E., Lake Park, Iowa; Uni- 
versity of Denver School of Dentistry, 1902; 
died October 1, 1956; aged 79. 

Chopourian, Harry M., Watertown, Mass. ; 
Tufts University School of Dental Medicine, 
1924; died June 28, 1956; aged 58. 

Church, Clarence B., Clarksburg, W. Va.; 
University of Pittsburgh School of Dentistry, 
1913; died September 17, 1956; aged 65. 

Cobban, James D., New York; College of 
Dental and Oral Surgery, New York, 1921; 
died November 2, 1956; aged 58. 

Collins, Francis B., Chelsea, Iowa; Chicago 
College of Dental Surgery, Loyola Univer- 
sity, 1900; died November 4, 1956; aged 79. 

Collins, Stephen B., Avon, Mass.; Tufts Uni- 
versity School of Dental Medicine, 1904; 
died October 14, 1956; aged 82. 

Conn, Irving L., Minneapolis; University of 
Minnesota College of Dentistry, 1926; died 
August 7, 1956; aged 52. 

Constien, Frederick W., Ashland, Pa.; Uni- 
versity of Pennsylvania School of Dentistry, 
1905; died September 24, 1956; aged 73. 

Copenhaver, Rufus P., Jr., Tazewell, Va.; 
Northwestern University Dental School, 
1940; died December 5, 1956; aged 40. 

Coughlin, William C., Shenandoah, Pa.; died 
July 2, 1956; aged 63. 

Craig, William H., Upland, Calif.; University 
of Southern California College of Dentistry, 
1919; died August 27, 1956; aged 60. 

Cramer, Bernard I., Washington, Pa.; Uni- 
versity of Pittsburgh School of Dentistry, 
1927; died October 17, 1956; aged 50. 

Cromb, John R., Fargo, N. D.; Northwestern 
University Dental School, 1902; died Oc- 
tober 9, 1956; aged 78. 

Crouch, George O., Manchester, Ga.; South- 
ern Dental College, Atlanta, 1915; died 
August 23, 1956; aged 70. 

Cummings, Philip S., Oxnard, Calif.; Uni- 
versity of California College of Dentistry, 
1900; died November 29, 1956; aged 78. 

Des Portes, Dell V., Roanoke, Va.; Medical 
College of Virginia School of Dentistry, 
1913; died September 10, 1956; aged 64. 

Devereaux, Ambrose H., New Haven, Conn.; 
died October 20, 1956; aged 78. 

Dickinson, Urban O., Bellingham, Wash.; 
North Pacific College of Oregon School of 
Dentistry, Portland, 1923; died November 

16, 1956; aged 59. 
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Dobey, James A., Johnston, S. C.; Atlanta 
Dental College, 1905; died July 1, 1956; 
aged 75. 

Doran, Charles H., Danbury, Conn.; Univer- 
sity of Pennsylvania School of Dentistry, 
1909; died October 22, 1956; aged 74. 

Dow, George A., Tottenville, N. Y.; New 
York University College of Dentistry, 1887 ; 
died July 24, 1956; aged 95. 

Dowell, Harry E., St. Louis; Washington Uni- 
versity School of Dentistry, St. Louis, 1905; 
died November 15, 1956; aged 76. 

Drugmand, Louis W., Imperial, Pa.; Univer- 
sity of Pittsburgh School of Dentistry, 1928; 
died October 30, 1956; aged 53. 

Duff, Howard S., San Francisco; University 
of Southern California College of Dentistry, 
1907; died October 31, 1956; aged 71. 

Eberhart, Lester C., La Crosse, Kan.; Kan- 
sas City Dental College, 1918; died No- 
vember 19, 1956; aged 65. 

Eckroth, Howard B., Danville, Pa.; Uni- 
versity of Pittsburgh School of Dentistry, 
1901; died October 8, 1956; aged 81. 

Ellington, James D., Nacogdoches, Texas; 
State Dental College, Dallas, 1912; died 
October 20, 1956; aged 74. 

Ellis, Wesley E., Ironwood, Mich.; Washing- 
ton University School of Dentistry, St. 
Louis, 1924; died August 11, 1956; aged 56. 

Evans, Raymond A., Savannah, Mo.; North- 
western University Dental School, 1914; 
died October 18, 1956; aged 65. 

Fairchild, Guy B., Ft. Lauderdale, Fla.; Uni- 
versity of Minnesota College of Dentistry, 
1911; died August 5, 1956; aged 70. 

Farrell, William I., Troy, N. C.; Atlanta- 
Southern Dental College, 1928; died Au- 
gust 29, 1956; aged 52. 

Finkelstein, Samuel, Jersey City; Philadelphia 
Dental College, 1906; died November 21, 
1956; aged 75. 

Fisher, Carl A., Duluth, Minn.; Northwestern 
University Dental School, 1924; died Sep- 
tember 9, 1956; aged 58. 

Fleisher, W. R., San Francisco; College of 
Physicians and Surgeons, San Francisco, 
1922; died June 5, 1956; aged 62. 

Fogel, Leo H., Dorchester, Mass.; Tufts Uni- 
versity School of Dental. Medicine, 1926; 
died October 27, 1956; aged 56. 

Fonda, Glen C., Grand Island, Neb.; Creigh- 
ton University College of Dentistry, 1924; 
died November 2, 1956; aged 55. 

Ford, John E., Petersburg, Ind.; Indiana Uni- 
versity School of Dentistry, 1934; died 
October 2, 1956; aged 45. 

Fossum, Carl O., Aberdeen, S. D.; Chicago 
College of Dental Surgery, Loyola Univer- 
sity, 1901; died September 28, 1956; aged 
78. 
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Fowler, Roy C., Winston-Salem, N. C.; At- 
lanta-Southern Dental College, 1924; died 
November 1, 1956; aged 61. 

Fox, Charles L., New York; New York Dental 
School, 1900; died December 11, 1956; 
aged 80. 

Fraier, Albert F., Lynn, Mass.; Tufts Univer- 
sity School of Dental Medicine, 1923; died 
November 30, 1956; aged 58. 

French, William I., Detroit; University of 
Michigan College of Dental Surgery, 1915; 
died November 25, 1956; aged 65. 

Fullerton, Kern M., Columbus, Ohio; Univer- 
sity of Iowa College of Dentistry, 1889; 
died July 4, 1956; aged 91. 

Furrow, William E., Guthrie, Okla.; Kansas 
City Dental College, 1895; died August 13, 
1956; aged 87. 

Fyffe, William H., Los Altos, Calif.; Univer- 
sity of Buffalo School of Dentistry, 1903; 
died October 20, 1956; aged 75. 

Gaines, Harry E., Palm Springs, Calif.; West- 
ern Reserve University College of Dentistry, 
1910; died October 8, 1956; aged 66. 

Geer, John L., Rutherfordton, N. C.; Univer- 
sity of Maryland, Baltimore College of Den- 
tal Surgery, 1905; died September 10, 1956 ; 
aged 80. 

Gilbert, John E., Seattle; University of Michi- 
gan College of Dental Surgery, 1899; died 
June 7, 1956; aged 72. 

Glazier, Lloyd F., Springville, N. Y.; Univer- 
sity of Buffalo School of Dentistry, 1901 ; 
died October 31, 1956; aged 77. 

Golding, Lewis E., Libertyville, Ill.; Chicago 
College of Dental Surgery, Loyola Univer- 
sity, 1902; died October 2, 1956; aged 79. 

Grafton, Charles W., West Palm Beach, Fla. ; 
University of Iowa College of Dentistry, 
1898; died November 19, 1956; aged 81. 

Graham, Walter N., Waco, Texas; Kansas 
City-Western Dental College, 1936; died 
November 14, 1956; aged 43. 

Grant, Allan H., Marysville, Calif.; Univer- 
sity of California College of Dentistry, 1903; 
died October 5, 1956; aged 86. 

Greenwood, George D., Rochester, N. Y.; 
University of Buffalo School of Dentistry, 
1916; died October 23, 1956. 

Grimsted, Andrew, Tacoma, Wash.; North 
Pacific College of Oregon, School of Den- 
tistry, Portland, 1919; died July 13, 1956; 
aged 65. 

Hall, George C., Frankfort, Ky.; University 
of Louisville School of Dentistry, 1908; died 
October 13, 1956; aged 75. 

Hamilton, Cornelius J., Denver; Western Den- 
tal College, Kansas City, 1898; died Octo- 
ber 17, 1956; aged 86. 

Hamilton, Samuel W. F., Newport, Vt.; Tufts 
University School of Dental Medicine, 1911; 
died September 30, 1956; aged 69. 


Hamm, Henry A., Lincoln, Ill.; Washington 
University School of Dentistry, St. Louis, 
1901; died November 8, 1956; aged 80. 

Haran, Allan T., Brooklyn; New York College 
of Dentistry, 1921; died November 2, 1956; 
aged 56. 

Harrison, Marion E., Arlington, Va.; George 
Washington University Dental Department, 
1906; died September 30, 1956; aged 71. 

Haskett, Edward K., Detroit; University of 
Michigan College of Dental Surgery, 1943; 
died August 30, 1956; aged 40. 

Haunstein, Harold S., Toledo, Ohio; Chicago 
College of Dental Surgery, Loyola Univer- 
sity, 1927; died November 14, 1956; aged 
52. 

Henderson, Frank B., Louisville, Ky.; Western 
Dental College, Kansas City, 1899; died 
September 26, 1956; aged 81. 

Herrig, Joseph P., Bellevue, Iowa; Creigh- 
ton University College of Dentistry, 1932; 
died July 29, 1956; aged 48. 

Herron, Bernard L., Pittsburgh; University 
of Pittsburgh School of Dentistry, 1915; 
died September 27, 1956; aged 64. 

Hersh, William, Pittsburgh; University of 
Pittsburgh School of Dentistry, 1923; died 
November 24, 1956; aged 56. 

Hess, Samuel, New York; New York College 
of Dentistry, 1889; died November 22, 
1956 ; aged 87. 

Hewett, Ashley M., Oak Park, Ill.; Chicago 
College of Dental Surgery, Loyola Unier- 
sity, 1896; died November 28, 1956; aged 
84. 

Hoffman, Mathias J., Oak Lawn, IIl.; Chicago 
College of Dental Surgery, Loyola Univer- 
sity, 1923; died October 18, 1956; aged 59. 

Homer, Joseph, Los Angeles; died October 
31, 1956; aged 73. 

Hooey, L. E. A., Champaign, Ill.; North- 
western University Dental School, 1904; 
died November 4, 1956; aged 76. 

Hoska, Irven E., Tacoma, Wash.; University 
of California College of Dentistry, 1902; 
died November 18, 1956; aged 76. 

Hough, John F., Chicago; University of Illi- 
nois College of Dentistry, 1915; died Sep- 
tember 21, 1956; aged 61. 

Huestis, Walter C., Minneapolis; University 
of Minnesota College of Dentistry, 1903; 
died October 24, 1956; aged 74. 

Huff, Robert E., Chicago; Northwestern Uni- 
versity Dental School, 1903; died Novem- 
ber 10, 1956; aged 73. 

Humpbrey, Charles H., Grand Junction, Iowa; 
University of Iowa College of Dentistry, 
1898; died October 25, 1956; aged 85. 

Hunt, William J., Memphis, Tenn.; Vander- 
bilt University School of Dentistry, 1897; 
died December 6, 1956; aged 84. 
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Hunter, Elbert A., Walnut, Kan.; Kansas 
City Dental College, 1906; died November 
26, 1956; aged 80. 

Hurt, William W., Bristol, Tenn.; University 
of Tennessee College of Dentistry, 1927; 
died July 22, 1956; aged 59. 

Hyman, Rudolph, Atlantic City, N. J.; Uni- 
versity of Pennsylvania School of Dentistry, 
1918; died October 14, 1956; aged 61. 

Iltis, Henry C., Chicago; Chicago College of 
Dental Surgery, Loyola University; died 
October 10, 1956; aged 71. 

Imber, William J., Chicago; Chicago College 
of Dental Surgery, Loyola University, 1917; 
died November 9, 1956; aged 68. 

Irick, John, Garden City, Kan.; Western Den- 
tal College, Kansas City, 1914; died Sep- 
tember 26, 1956; aged 66. 

Jackson, John H., Newton Center, Mass.; 
Boston Dental College, 1894; died March 
14, 1956; aged 81. 

Jacobs, William, Brooklyn; Columbia Univer- 
sity School of Dental and Oral Surgery, 
1925; died September 11, 1956; aged 55. 

Jacobson, Oscar, New York; New York Uni- 
versity College of Dentistry, 1928; died 
November 25, 1956; aged 50. 

Jefferson, Aurelian W., Memphis, Tenn. ; Uni- 
versity of West Tennessee Dental Depart- 
ment, Memphis, 1920; died August 28, 
1956; aged 76. 

Jennings, Charles B., Hillsville, Va.; Atlanta- 
Southern Dental College, 1919; died Au- 
gust 24, 1956; aged 68. 

Johnson, Elbridge H., Pine Bluff, Ark.; Uni- 
versity of Tennessee College of Dentistry, 
1904; died October 22, 1956; aged 79. 

Johnson, Vernon V., Cavalier, N. D.; Uni- 
versity of Minnesota College of Dentistry, 
1944; died October 22, 1956; aged 36. 

Jones, Frederick R., Peoria, Ill.; Chicago Col- 
lege of Dental Surgery, Loyola University, 
1919; died November 26, 1956; aged 59. 

Jones, Orlando V. D., Lake Villa, Ill.; North- 
western University Dental School, 1907; 
died May 11, 1956; aged 81. 

Justice, Paul Casper, Newton, Iowa; Keokuk 
Dental College, 1907; died June 27, 1956; 
aged 75. 

Karabasz, Joseph T., Pittsburgh; University 
of Pittsburgh School of Dentistry, 1922; 
died August 14, 1956; aged 60. 

Karshmer, Louis P., New Brunswick, N. J.; 
New York College of Dentistry, 1918; died 
October 5, 1956; aged 61. 

Kaufman, Louis E., Chicago; Chicago College 
of Dental Surgery, Loyola University, 1919; 
died October 17, 1956; aged 62. 

Kelly, William E., Springville, Pa.; Philadel- 
phia Dental College, 1902; died October 
19, 1956; aged 85. 
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Kennehan, Leo 8B., Marshalltown, Iowa; 
Creighton University College of Dentistry, 
1921; died June 12, 1956; aged 58. 

Kernohan, R. H., Jeanette, Pa.; University 
of Pittsburgh School of Dentistry, 1915; 
died September 26, 1956; aged 63. 

Kerr, Ernest W., Eldorado, Kan.; Kansas City 
Dental College, 1904; died October 7, 1956; 
aged 83. 

Kerr, James W., Sarasota, Fla.; Western Re- 
serve University College of Dentistry, 1929; 
died September 13, 1956; aged 59. 

Kirtland, Howard B., San Luis Obispo, Calif. ; 
University of California College of Dentistry, 
1913; died November 15, 1956; aged 67. 

Knapp, William A., Millerton, N. Y.; Phila- 
delphia Dental College, 1896; died Sep- 
tember 21, 1956; aged 84. 

Knight, A. W., Cadillac, Mich.; Pennsylvania 
College of Dental Surgery, Philadelphia, 
1905; died October 5, 1956; aged 76. 

Knox, Samuel E., Carbon Hill, Ala.; Bir- 
mingham Dental College, 1907; died Au- 
gust 19, 1956; aged 76. 

Kocher, Clarence W., San Pedro, Calif.; Uni- 
versity of Southern California College of 
Dentistry, 1924; died October 7, 1956; 
aged 54. 

Kottmeier, Frank §., Orlando, Fla.; Ohio 
State University College of Dentistry, 1924; 
died June 24, 1956; aged 54. 

Kubesh, Edward J., Olivia, Minn.; University 
of Minnesota College of Dentistry, 1917; 
died July 15, 1956; aged 61. 

Laffin, Francis P., Ellsworth, Me.; Baltimore 
College of Dental Surgery, University of 
Maryland, 1914; died October 1, 1956; 
aged 63. 

La Grow, Asa J., Oak Park, Ill.; Northwest- 
ern University Dental School, 1914; died 
November 30, 1956; aged 66. 

Lanset, Bernard A., New Rochelle, N. Y.; 
College of Dental and Oral Surgery, New 
York, 1912; died August 31, 1956; aged 67. 

Lasater, Robert L., Fayetteville, Tenn.; died 
October 3, 1956; aged 93. 

Lawton, John R., St. Paul; University of Min- 
nesota College of Dentistry; 1898; died No- 
vember 17, 1956; aged 83. 

Leathers, Thomas H., Champaign, IIl.; Louis- 
ville College of Dentistry of Centre College, 
1899; died July 25, 1956; aged 86. 

Leonard, James J., Chicago; Northwestern 
University Dental School, 1898; died April 
29, 1956; aged 84. 

Leonhard, Albert F., Pittsburgh; Pittsburgh 
Dental College, Western University of Penn- 
sylvania, 1907; died September 15, 1956; 
aged 70. 

Lessem, Harry, New York; New York Univer- 
sity College of Dentistry, 1897; died Au- 
gust 31, 1956; aged 90. 
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Lester, James B., Richmond, Va.; University 
College of Medicine Dental Department, 
Richmond, 1906; died July 10, 1956; aged 
71. 

Levin, Emanuel, Buffalo; University of Buf- 
falo School of Dentistry, 1937; died Novem- 
ber 20, 1956; aged 48. 

Lewis, Carl S., Pittsburgh; University of Pitts- 
burgh School of Dentistry, 1936; died Sep- 
tember 29, 1956; aged 51. 

Lill, Charles T., Seattle ; North Pacific College 
of Oregon, School of Dentistry, Portland, 
1925; died October 15, 1956; aged 69. 

Litman, John B., New Castle, Pa.; University 
of Pittsburgh School of Dentistry, 1913; 
died June 14, 1956; aged 69. 

Luther, Earl, Rockford, Ill.; Northwestern 
University Dental School, 1913; died June 
3, 1956; aged 67. 

Magner, Emile S., New Orleans; New Orleans 
College of Dentistry, 1905; died October 
25, 1956; aged 75. 

Manon, Herne C., Washington, Pa.; Univer- 
sity of Pittsburgh School of Dentistry, 1914; 
died November 2, 1956; aged 65. 

Marquardt, John, Pueblo, Colo.; University of 
Denver School of Dentistry, 1910; died 
September 5, 1956; aged 75. 

Marr, Charles E., Porterville, Calif.; College 
of Physicians and Surgeons, San Francisco, 
1912; died November 4, 1956; aged 71. 

Masters, Lisle W., Rochelle, Ill.; University 
of Illinois College of Dentistry, 1918; died 
May 20, 1956; aged 62. 

Mauk, Edwin H., Berkeley, Calif.; University 
of California College of Dentistry, 1901; 
died October 8, 1956; aged 82. 

Maurer, George F., Brazil, Ind.; Indiana Uni- 
versity School of Dentistry, 1936; died No- 
vember 26, 1956; aged 47. 

Maxwell, Albert C., Lawrence, Kan.; Western 
Dental College, Kansas City, 1916; died 
October 20, 1956; aged 67. 

May, Robert J., Houston, Texas; Atlanta- 
Southern Dental College, 1919; died Octo- 
ber 3, 1956; aged 60. 

Maze, Ray F., Maplewood, Mo.; Washington 
University School of Dentistry, St. Louis, 
1932; died October 14, 1956; aged 47. 

McBeath, Ewing C., New York; University 
of Minnesota College of Dentistry, 1910; 
died November 13, 1956; aged 72. 

McCarty, Charles S., Milwaukee; Marquette 
University Dental School, 1926; died Octo- 
ber 10, 1956; aged 54. 

McCord, Harvey H., Atlanta, Ga.; Atlanta- 
Southern Dental College, 1924; died Oc- 
tober 7, 1956; aged 58. 

McDanel, Mark L., Holden, Mo.; Washington 
University School of Dentistry, St. Louis, 
1901; died October 9, 1956; aged 78. 


McLean, Owen E., Morrisonville, Ill.; Wash- 
ington University School of Dentistry, St. 
Louis, 1928; died September 22, 1956; aged 
53. 

Mellin, Carl T., Middletown, Pa.; University 
of Pittsburgh School of Dentistry, 1927; 
died October 12, 1956; aged 53. 

Milford, Samuel B., Poolesville, Md.; Balti- 
more College of Dental Surgery, University 
of Maryland, 1899; died June 10, 1956; 
aged 92. 

Miller, Glen W., Marshalltown, Iowa; Uni- 
versity of Iowa College of Dentistry, 1907; 
died October 27, 1956; aged 73. 

Minnich, Grant, Summerdale, Ala.; Vander- 
bilt University School of Dentistry, 1902; 
died July 19, 1956; aged 90. 

Mitchell, W. L., Clarksburg, W. Va., Ohio 
College of Dental Surgery, 1907; died July 
27, 1956; aged 73. 

Moll, Arthur D., Hamburg, Pa.; University 
of Pennsylvania School of Dentistry, 1934; 
died November 24, 1956; aged 46. 

Monroe, Philip E., Huntington, Ind.; Ohio 
Medical University College of Dentistry, 
1903; died September 5, 1956; aged 79. 

Moody, Charles W., Guthrie, Ky.; Vanderbilt 
University School of Dentistry, 1901; died 
October 29, 1956; aged 80. 

Mooers, Charles E., Chicago; Chicago College 
of Dental Surgery, Loyola University, 1913; 
died May 22, 1956; aged 69. 

Moore, Enos W., Malden, Mass.; Boston Den- 
tal College, 1898; died November 5, 1956; 
aged 81. 

Moorefield, T. C., Beckley, W. Va.; died June 
17, 1956; aged 59. 

Morin, Amos, Pawtucket, R. I.; University of 
Montreal Faculty of Dental Surgery, 1925; 
died June 1956; aged 60. 

Morrison, Joseph P., Mount Carmel, Pa.; 
Pennsylvania College of Dental Surgery, 
Philadelphia, 1900; died November 22, 
1956 ; aged 83. 

Morrow, Lloyd M., Glenwood, Iowa; Univer- 
sity of Iowa College of Dentistry, 1919; 
died November 4, 1956; aged 65. 

Morsch, Willard J., Armstrong, Iowa; Univer- 
sity of Iowa College of Dentistry, 1928; died 
November 15, 1956; aged 57. 

Motsch, William J., Erie, Pa.; University of 
Pittsburgh School of Dentistry, 1931; died 
November 4, 1956; aged 52. 

Mullin, Francis James R., Concord, N. H.; 
Harvard University Dental School, 1930; 
died October 19, 1956; aged 54. 

Murray, Hugh L., Ironton, Ohio; University 
of Louisville School of Dentistry, 1939; 
died August 19, 1956; aged 41. 

Nations, Guy J., Quincy, Ill.; Washington 
University School of Dentistry, St. Louis, 
1902; died October 6, 1956; aged 75. 
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Neidigh, James D., Seattle; North Pacific Col- 
lege of Oregon, School of Dentistry, Port- 
land, 1918; died November 16, 1956; aged 
62. 

Nelson, Walter J., Providence, R. I.; Univer- 
sity of Maryland, Baltimore College of Den- 
tal Surgery, 1936; died November 21, 1956; 
aged 43. 

Newsome, William G., Troy, Ala.; Meharry 
Medical College Dental Department, 1919; 
died September 6, 1956; aged 64. 

Niederwimmer, Oscar J., Marceline, Mo.; 
Kansas City Dental College, 1906; died 
November 18, 1956; aged 73. 

Niles, Frederic B., Binghamton, N. Y.; Uni- 
versity of Buffalo School of Dentistry, 1897 ; 
died September 12, 1956; aged 83. 

Norcross, Charles E., Hartland, Me.; died 
January 13, 1956; aged 68. 

Nordeen, Orvl J., Oakhurst, Calif.; Univer- 
sity of Southern California College of Den- 
tistry, 1920; died September 13, 1956; aged 
59. 

O'Keefe, Everett B., Alliance, Neb.; Creigh- 
ton University College of Dentistry, 1919; 
died November 7, 1956; aged 60. 

Qutlaw, Joseph W., Beaumont, Texas; Texas 
Dental College, Houston, 1917; died Octo- 
ber 4, 1956; aged 65. 

Owen, James C., Griffin, Ga.; Atlanta Dental 
College, 1902; died November 5, 1956; 
aged 82. 

Paige, Otto B., Indianapolis; Indiana Dental 
College, 1922; died October 13, 1956; aged 
59. 

Parsons, Ernest, Somerset, Ky.; Louisville Col- 
lege of Dentistry of Centre College, 1908; 
died November 7, 1956; aged 79. 

Payne, Thomas E., Roanoke, Va.; University 
College of Medicine, Dental Department, 
Richmond, 1909; died August 9, 1956; aged 
72. 

Peach, William E., Stafford, Conn.; Temple 
University School of Dentistry, 1908; died 
October 1956; aged 74. 

Pearce, Frederick B., San Jose, Calif.; Univer- 
sity of California College of Dentistry, 1901; 
died November 19, 1956; aged 83. 

Pence, Henry C., Taylorville, Ill.; Northwest- 
ern University Dental School, 1900; died 
July 7, 1956; aged 80. 

Penrose, Howard M., Long Beach, Calif.; 
University of Southern California College 
of Dentistry, 1925; died July 29, 1956; 
aged 53. 

Perkins, John W., Birmingham, Ala.; Vander- 
bilt University School of Dentistry; died 
November 1956; aged 87. 

Perry, Ernest R., Whitestone, N. Y.; Univer- 
sity of Pennsylvania School of Dentistry, 
1915; died July 30, 1956; aged 63. 
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Phifer, Le Roy H., Chicago; University of Illi- 
nois College of Dentistry, 1907; died No- 
vember 3, 1956; aged 72. 

Pilcher, Chester S., Denver; University of 
Denver School of Dentistry, 1932; died Oc- 
tober 30, 1956; aged 49. 

Pilcher, Harold E., Davenport, Iowa; Univer- 
sity of Iowa College of Dentistry, 1918; 
died November 8, 1956; aged 63. 

Pilmore, Van W., Detroit; Indiana Dental 
College, 1916; died November 13, 1956; 
aged 62. 

Pines, Samuel, Brooklyn; Western Reserve 
University College of Dentistry, 1919; died 
October 31, 1956; aged 60. 

Plant, Albert C., Wheeling, W. Va.; Western 
Reserve University College of Dentistry, 
1902; died November 19, 1956; aged 82. 

Poindexter, John R., Temple, Texas; died 
June 19, 1956: aged 89. 

Powers, James H., Peabody, Mass.; Tufts 
University School of Dental Medicine, 1918; 
died March 2, 1956; aged 62. 

Pursell, Murat G., Chicago; Chicago College 
of Dental Surgery, Loyola University, 1921; 
died September 8, 1956; aged 66. 

Quinn, Thomas W., Cortez, Colo.; Creighton 
University College of Dentistry, 1916; died 
September 15, 1956; aged 62. 

Rattner, Aron, Chicago; University of Illinois 
College of Dentistry, 1927; died November 
13, 1956; aged 73. 

Reardon, Marcus E., South Ft. Mitchell, Ky.; 
Ohio College of Dental Surgery, University 
of Cincinnati, 1902; died November 1, 1956; 
aged 79. 

Reed, Edgar C., Tavares, Fla.; Ohio Medical 
University College of Dentistry, 1899; died 
July 16, 1956; aged 81. 

Reeves, Clair L., Strong, Ark.; Vanderbilt 
University School of Dentistry, 1909; died 
October 26, 1956; aged 77. 

Reeves, Hoyt J., Atlanta, Ga.; Vanderbilt Uni- 
versity School of Dentistry, 1916; died No- 
vember 28, 1956; aged 64. 

Regan, Francis W., Brookline, Mass.; Tufts 
University School of Dental Medicine, 1910; 
died January 18, 1956; aged 73. 

Rennie, Leland L., Chicago; Chicago College 
of Dental Surgery, Loyola University, 1913; 
died May 10, 1956; aged 64. 

Reppeto, John, Del Rio, Texas; Marquette 
University Dental School, 1925; died No- 
vember 16, 1956; aged 69. 

Rezet, Benjamin G., Philadelphia; Temple 
University School of Dentistry, 1931; died 
November 22, 1956; aged 50. 

Richards, Ernest F., Sparta, Tenn.; Vander- 
bilt University School of Dentistry, 1910; 
died September 26, 1956; aged 70. 
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Ridgway, Hubert R., Sedro Woolley, Wash. ; 
North Pacific College of Oregon, School of 
Dentistry, Portland, 1919; died November 
28, 1956; aged 67. 

Riley, Daniel H., Newton, Ill.; Northwestern 
University Dental School, 1905; died Octo- 
ber 24, 1956; aged 74. 

Ritchey, John S., Joplin, Mo.; Kansas City- 
Western Dental College, 1924; died Sep- 
tember 28, 1956; aged 59. 

Robinson, Louis, Beverly Hills, Calif.; Univer- 
sity of California College of Dentistry, 1922; 
died July 2, 1956; aged 64. 

Robinson, Phil H., Los Angeles, Calif.; Me- 
harry Medical College Dental Department, 
1950; died November 21, 1956; aged 40. 

Rossel, Carl G., Columbus, Ohio; Ohio State 
University College of Dentistry, 1923; died 
October 24, 1956; aged 56. 

Roth, William H., Aroma Park, IIl.; Chicago 
College of Dental Surgery, Loyola Univer- 
sity, 1899; died May 12, 1956; aged 75. 

Rowan, A. M., Milwaukee; Northwestern Uni- 
versity Dental School, 1899; died October 
7, 1956; aged 80. 

Rowe, Catherine A., Boston; Tufts University 
School of Dental Medicine, 1909; died No- 
vember 2, 1956; aged 65. 

Roy, Edward E., New York; Atlanta-Southern 
Dental College, 1898; died August 30, 1956; 
aged 85. 

Ryder, H. Landon B., St. Petersburg, Fila.; 
New York College of Dentistry, 1893; died 
August 4, 1956; aged 83. 

Salles, Paul, Lafayette, La.; Baltimore College 
of Dental Surgery, University of Maryland, 
1912; died October 10, 1956; aged 66. 

Samuels, George, New York; Columbia Uni- 
versity School of Dental and Oral Surgery, 
1924; died October 13, 1956; aged 56. 

Schneider, Jacob J., Jasper, Ind.; Indiana 
Dental College, 1904; died August 23, 
1956; aged 74. 

Schroeder, George P., St. Louis, Mo.; St. 
Louis University School of Dentistry, 1921; 
died October 9, 1956; aged 63. 

Schroth, Francis G., Dormont, Pa.; died July 
19, 1956; aged 51. 

Schwartz, Paul A., Norwich, Conn.; Harvard 
University Dental School, 1918; died Oc- 
tober 14, 1956; aged 60. 

Scott, Franklin S., Wellston, Ohio; Univer- 
sity of Pennsylvania School of Dentistry, 
1900; died September 26, 1956; aged 78. 

Seaman, Edward M., Camarillo, Calif.; Uni- 
versity of California College of Dentistry, 
1920; died November 27, 1956; aged 63. 

Seebold, Frank P., New Cumberland, Pa.; 
University of Pennsylvania School of Den- 
tistry, 1889; died November 26, 1956; aged 
91. 


Simmonds, Daniel G., Utica, N. Y.; University 
of Buffalo School of Dentistry, 1897; died 
November 1, 1956; aged 82. 

Simmonds, Eugene B., Muncie, Ind.; Indiana 
University School of Dentistry, 1904; died 
November 16, 1956; aged 79. 

Sinclair, Strange L., Terre Haute, Ind.; Van- 
derbilt University School of Dentistry, 1901 ; 
died August 4, 1956; aged 83. 

Singletary, Rex, Baton Rouge, La.; Tulane 
University School of Dentistry, 1912; died 
June 1956; aged 67. 

Smith, Henry H., Vero Beach, Fla. ; University 
of Maryland, Baltimore College of Dental 
Surgery, 1925: died November 28, 1956; 
aged 55. 

Smith, Robert E., Louisville, Ky.; Howard 
University College of Dentistry, 1923; died 
November 19, 1956; aged 60. 

Smith, Winfield Scott, Charleston, S. C.; 
Northwestern University Dental School, 
1928; died November 21, 1956; aged 66. 

Smithwick, Daniel T., Louisburg, N. C.; Bal- 
timore College of Dental Surgery, Univer- 
sity of Maryland, 1890; died October 19, 
1956; aged 89. 

Sparks, Kenneth A., North Vernon, Ind.; In- 
diana University School of Dentistry, 1927: 
died November 18, 1956; aged 54. 

Sprake, Richard A., Denver, Colo.; Ohio Col- 
lege of Dental Surgery, University of Cin- 
cinnati, 1895; died October 12, 1956; aged 
85. 

Stamer, Joseph A., Stockton, Calif.; College 
of Physicians and Surgeons, San Francisco, 
1914; died October 16, 1956; aged 76. 

Stark, Merle R., Ft. Wayne, Ind.; Indiana 
Dental College, 1915; died October 12, 
1956; aged 62. 

Stepanek, Charles, Chicago; Chicago College 
of Dental Surgery, Loyola University, 1914: 
died October 20, 1956; aged 64. 

Stewart, John G., Ambler, Pa.; University of 
Pennsylvania School of Dentistry, 1915; 
died September 28, 1956; aged 63. 

Stocker, Aaron Don, Alton, Ill. ; Missouri Den- 
tal College, St. Louis, 1898; died October 3, 
1956; aged 80. 

Stone, Lambert G., Calimesa, Calif.; Chicago 
College of Dental Surgery, Loyola Univer- 
sity, 1913; died September 22, 1956; aged 
73. 

Stone, Raymond J., Minneapolis ; Chicago Col- 
lege of Dental Surgery, Loyola University, 
1918; died October 21, 1956; aged 62. 

Straight, Frank W., Markesan, Wis.; Mar- 
quette University Dental School, 1904; died 
June 29, 1956; aged 73. 

Street, Zeph W., St. Louis; St. Louis Univer- 
sity School of Dentistry, 1908; died October 
15, 1956; aged 59. 


Strickland, John R., Flovilla, Ga.; Atlanta- 
Southern Dental College, 1913; died Octo- 
ber 1956; aged 68. 

Strosnider, Charles W., Columbus, Ohio; Star- 
ling-Ohio Medical College, Department of 
Dentistry, 1912; died October 2, 1956; 
aged 73. 

Struble, Phil S., Holyoke, Colo.; St. Louis 
Dental College, 1906; died July 19, 1956; 
aged 73. 

Summers, Frederic G., Ingram, Texas; Texas 
Dental College, Houston, 1936; died Octo- 
ber 24, 1956; aged 45. 

Thayer, John P., Freeport, N. Y.; Tufts Uni- 
versity School of Dental Medicine, 1902; 
died July 20, 1956; aged 76. 

Thom, Charles P., Columbus, Ohio; Ohio 
State University College of Dentistry, 1945; 
died November 7, 1956; aged 34. 

Thompson, John W., Omaha, Neb.; Univer- 
sity of Nebraska College of Dentistry, 1917; 
died October 15, 1956; aged 63. 

Thurmon, John Weldon, Ruston, La.; Atlanta 
Dental College, 1905; died October 1956; 
aged 73. 

Toff, Jules, New York; College of Dental and 
Oral Surgery, New York, 1909; died Sep- 
tember 27, 1956; aged 68. 

Tomb, David D., Youngstown, Ohio; Cincin- 
nati College of Dental Surgery, 1918; died 
December 2, 1956; aged 60. 

Towey, Joseph B., Minneapolis; Chicago Col- 
lege of Dental Surgery, Loyola University, 
1911; died September 27, 1956; aged 66. 

Tretbar, Julius G., Stafford, Kan.; Kansas 
City Dental College, 1909; died Septem- 
ber 22, 1956; aged 73. 

Truell, Earl R., Lincoln, Neb.; Lincoln Den- 
tal College of Cotner University, 1902; died 
June 6, 1956; aged 80. 

Vance, John W., Akron, Ohio; Indiana Dental 
College, 1896; died July 22, 1956; aged 86. 

Van Drezer, Homer F., Grand Rapids, Mich. ; 
Chicago College of Dental Surgery, Loyola 
University, 1905; died October 2, 1956; 
aged 73. 

Van Kammen, Anthony, Grand Rapids, Mich. ; 
University of Michigan College of Dental 
Surgery, 1892; died August 5, 1956; aged 
90 


Vinson, T. D., Atlanta, Ga.; died August 6, 
1956; aged 61. 
Von Ruden, Herman A., Pontiac, Ill.; North- 


western University Dental School, 
died April 18, 1956; aged 60. 

Walker, George H., Los Angeles, Calif.; Col- 
lege of Physicians and Surgeons, San Fran- 
cisco, 1901; died June 22, 1956; aged 79. 

Walton, Percy B., Washington, D. C.; George- 
town University School of Dentistry, 1927; 
died October 18, 1956; aged 59. 
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Ward, Richard T., Bradenton, Fla.; Chicago 
College of Dental Surgery, Loyola Univer- 
sity, 1903; died September 25, 1956; aged 
81. 

Weaver, Harold T., Chicago; Northwestern 
University Dental School, 1902; died Au- 
gust 19, 1956; aged 85. 

Webb, Clinton C., Manistee, Mich.; Chicago 
College of Dental Surgery, Loyola Univer- 
sity, 1901; died September 13, 1956; aged 
77. 

Weber, Donald J., Millersburg, Ohio; Ohio 
State University College of Dentistry, 1932; 
died October 21, 1956; aged 48. 

Wehunt, Evan S., Cherryville, N. C.; Atlanta- 
Southern Dental College, 1919; died August 
29, 1956; aged 65. 

Wells, James A., Shawnee, Okla.; Chicago 
College of Dental Surgery, Loyola Univer- 
sity, 1899; died September 20, 1956; aged 
84. 

Wells, William T., Wichita Falls, Texas; Bay- 
lor University College of Dentistry, 1919; 
died November 20, 1956; aged 61. 

Wellward, Burton C., Hollywood, Fla. ; Colum- 
bia University School of Dental and Oral 
Surgery, 1932; died August 23, 1956; aged 
49. 

Westman, Leonard V., Minneapolis; Univer- 
sity of Minnesota, College of Dentistry, 
1921; died August 6, 1956; aged 60. 

Whalen, Joseph A., Jersey City; died October 
5, 1956; aged 63. 

Wharton, Edward L., Newark, N. J.; New 
York College of Dentistry, 1904; died June 
17; aged 73. 

Wheless, Robert L., Austin, Texas; University 
of Pennsylvania School of Dentistry, 1909; 
died September 18, 1956; aged 71. 

Whipple, Willis W., Salamanca, N. Y.; Uni- 
versity of Michigan College of Dental 
Surgery, 1907; died August 19, 1956; aged 
74. 

White, George W., Yakima, Wash.; North 
Pacific College of Oregon, School of Den- 
tistry, Portland, 1923; died November 7, 
1956; aged 60. 

White, James D., Amsterdam, N. Y.; Univer- 
sity of Pennsylvania School of Dentistry, 
1915; died November 25, 1956; aged 63. 

Whiteside, Wilfred D., Timpson, Texas ; Texas 
Dental College, Houston, 1930; died May 
31; aged 51. 

Whitmarsh, H. DeForest, Binghamton, N. Y.; 
University of Pennsylvania School of Den- 
tistry, 1919; died June 25; aged 60. 

Wick, Will W., Sheboygan, Wis. ; Northwestern 
University Dental School, 1903; died 
August 25, 1956; aged 79. 
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Wier, John C., Houston, Texas; University of 
Memphis College of Dental Surgery, 1910; 
died September 23, 1956; aged 70. 

Wilkie, Frank J., Ravenna, Neb.; Creighton 
University, College of Dentistry, 1908; died 
April 18; aged 73. 

Williams, George D., Spokane, Wash.; Uni- 
versity of Minnesota College of Dentistry, 
1903 ; died May 21; aged 75. 

Williams, John L., Hickman Mills, Mo.; Uni- 
versity of Kansas City, School of Dentistry, 
1951; died June 16; aged 29. 

Williams, Lawrence B., Carrollton, Texas; 
State Dental College, 1913; died May 5; 
aged 71. 

Williams, Leroy, Springfield, Mo.; St. Louis 
University School of Dentistry, 1919; died 
September 30, 1956; aged 66. 

Wilson, Donald C., Sewickley, Pa.; University 
of Pittsburgh School of Dentistry, 1928; 
died October 3, 1956; aged 56. 

Wilson, John M., San Diego; University of 
Southern California, College of Dentistry, 
1912; died June 23; aged 83. 

Wilson, John W., Santa Ana, Calif.; Univer- 
sity of Southern California, College of Den- 
tistry, 1923; died June 8; aged 55. 

Wolfrum, Otto G., Rockford, Ill.; Northwest- 
ern University Dental School, 1897; died 
October 16, 1956; aged 83. 

Wolgast, Paul A., Glen Ellyn, Ill.; Chicago 
College of Dental Surgery, Loyola Univer- 
sity, 1928; died July 20; aged 53. 

Wood, Arthur E., Cabool, Mo.; Marion-Sims 
Dental College, St. Louis, 1900; died Au- 
gust 4, 1956; aged 82. 

Woods, George C., Magnolia, Ohio; Ohio 
Medical University College of Dentistry, 
1900; died September 20, 1956; aged 83. 

Workman, Clarence B., Woodward, Okla.; 
Kansas City Dental College, 1905; died 
November 2, 1956; aged 73. 

Worthen, Oscar J., Saranac Lake, N. Y.; died 
May 24, 1956; aged 70. 


Wright, Fred W., Brookhaven, Miss.; Vander- 
bilt University School of Dentistry, 1919; 
died July 1956; aged 59. 

Wright, Willard F., St. Louis; St. Louis Uni- 
versity School of Dentistry, 1939; died 
March 10, 1956; aged 41. 

Wursch, Charles S., Chicago; Chicago College 
of Dental Surgery, Loyola University, 1933; 
died August 25, 1956; aged 46. 

Wyckoff, Raymond T., Philadelphia; Temple 
University School of Dentistry, 1924; died 
August 6, 1956; aged 64. 

Yeater, Harvey U., Hagerstown, Md.; Balti- 
more College of Dental Surgery, University 
of Maryland, 1918; died August 28, 1956; 
aged 63. 

Yokie, William C., Hancock, Mich.; Chicago 
College of Dental Surgery, Loyola Univer- 
sity, 1916; died September 12, 1956; aged 
68. 

Young, Garland L., Indianapolis; Indiana 
Dental College, 1910; died September 30, 
1956; aged 67. 

Young, John Q., Portland, Ore.; Chicago 
College of Dental Surgery, Loyola Univer- 
sity, 1905; died October 13, 1956; aged 79. 

Zauderer, Jacob M., New York; University of 
Buffalo School of Dentistry, 1937; died 
October 24, 1956; aged 45. 

Zech, Lando W., Seattle; North Pacific Col- 
lege of Oregon, School of Dentistry, Port- 
land, 1923; died April 7; aged 60. 

Zellman, Ralph M., Harbor Beach, Mich. ; 
University of Michigan College of Dental 
Surgery, 1930; died November 21, 1956; 
aged 53. 

Zincke, Eric, Bucyrus, Ohio; University of 
Michigan, College of Dental Surgery, 1902; 
died January 19; aged 81. 

Zimmerman, Martin C., Kansas City, Mo.; 
Kansas City-Western Dental College, 1920; 
died October 31, 1956; aged 74. 
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Announcements 


MEETINGS OF THE AMERICAN DENTAL ASSOCIATION 


Ninety-Eighth Annual Session 
Ninety-Ninth Annual Session 
One-Hundredth Annual Session 
One-Hundred and First Annual Session 


Nov. 4-7, 1957 

Nov. 10-13, 1958 
Sept. 21-24, 1959 
Oct. 17-20, 1960 


State 
Alabama 


Alaska 
Arizona 
Arkansas 
California 

S. California 
Colorado 
Connecticut 
Delaware 
District of Columbia 
Florida 

ia 

Hawaii 
Idaho 
IHinois 
Indiana 
lowa 

Kansas 
Kentucky 
Louisiana 


Maine 
Maryland 


Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri 


Montana 
Nebraska 


Nevada 

New Hampshire 
New Jersey 
New Mexico 
New York 
North Carolina 
North Dakota 


MEETINGS OF CONSTITUENT SOCIETIES 


Date 
Apr. 16-18 


May 1-4 
Apr. 7-10 
Apr. 15-17 
Apr. 7-10 
Oct. 6-9 
May 15-17 


Mar. 10-13 
Apr. 15-17 


Sept. 29-Oct. 2 
June 


May 16-18 
May 12-15 
May 20-22 
May 5-8 

May 13-16 
Mar. 31-Apr. 3 
Apr. 24-27 


June 20-22 
May 5-8 


May 5-8 

Apr. 8-10 
Apr. 1-3 

Apr. 28-May 1 
May 26-29 


May 1-3 
Apr. 29-May 1 


May 5-7 

June 16-19 
May 12-15 
May 19-22 
May 20-22 
May 5-8 

Apr. 28-May 1 


Place 
Birmingham 


Chandler 

Little Rock 

San Francisco 
Los Angeles 
Colorado Springs 


Hartford 


Washington 
St. Petersburg 


Atlanta 
Honolulu 


Pocatello 
Peoria 
Indianapolis 
Des Moines 
Wichita 
Louisville 
Lake Charles 


Kennebunkport 
Baltimore 


Boston 
Detroit 
Minneapolis 
Jackson 

St. Louis 


Billings 
Lincoln 


Las Vegas 
Whitefield 
Atlantic City 
Albuquerque 
New York 
Pinehurst 


Fargo 


Secretary 
F. A. Finney, Jr. 


C. L. Polley 

W. G. Burke 

D. M. Hamm 
W. J. Healy 

S. M. Silverman 
G. H. Jackson 
E. S. Arnold 

J. C. Gantt 

J. F. Keaveny 
Ww. C. Mayo 


J. W. Yarbrough 
J. H. Dawe 


M. R. Johnson 
P. W. Clopper 
W. R. Shoemaker 
H. I. Wilson 

F. A. Richmond 
A. B. Coxwell, Jr. 
J. S. Bernhard 

Ss. 


M. Gower 
. L. Inman, Jr. 


H. E. Tingley 

F. Wertheimer 
>. V. E. Cassel 
. A. Cohen 

2. D. Suggett 


t. G. Vedova 
*. A. Pierson 


. M. Seifert 
*, E. Williams 
. G. Carr 
S. Eilar 

. A. Wilkie 
. H. Butler 
. H. Pfister 


Address 


450 Sutter St., 

San Francisco 

903 Crenshaw Bivd., 
Los Angeles 19 
Republic 
Denver 

37 Linnard Rd., 

W. Hartford 

1102 N. Jackson, 
Wilmington 

1029 Vermont Ave., N.W.. 
Washington 

Brent Annex, 
Pensacola 


Southern United Bidg., Macon 


810 N. Vineyard St., 
Honolulu 

1606 E. Center St., 
Pocatello 

efferson Bidg., 

eoria 
Citizens Bank Bldg.. 
Anderson 

Insurance Exchange 
Bidg., Des Moines 
Brotherhood Bidg., 
Kansas City 1 

1976 Douglass Bivd.., 
Louisvil 

2515 Line Ave., 
Shreveport 

Box 27, Skowhegan 
Medical Arts Blidg., 
Baltimore 

12 Bay State Rd., 
Boston 15 

Michigan Dept. of Health, 
Lansin: 

2236 Marshall Ave., 
St. Paul 4W 

Plaza Bidg., 
Jackson 27 
Merchants Bank Bldg.. 
Jefferson City 

Box 311, Roundup 
Federal Securities 
Bidg., Lincoln 

755 Ryland Ave.. 
Reno 

814 Elm St., 
Manchester 

407 Cooper St., 
Camden 

7 Medical Arts Sq., N.E.. 
Albuquerque 

1 Hanson 

Brooklyn 

Jefferson Bidg., 
Greensboro 

419% Dakota Ave., 
Wahpeton 


Miami, Fla. 
Dallas, Texas 
New York ae 
Los Angeles ; 
Box 787, 
Gadsden 
Box 1896, 
Juneau 
17 E. Weldon Ave., 
Phoenix 
Box 89, 
Clarksville 
— 
J 
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State 
Oregon 
Panama Canal Zone 
Pennsylvania 
Puerto Rico 
Rhode Island 
South Carolina 
South Dakota 
Tennessee 
Texas 

Utah 

Vermont 
Virginia 
Washington 
West Virginia 
Wisconsin 


Wyoming 


State 
Alabama 


Alaska 
Arizona 


Arkansas 
California 


Colorado 
Connecticut 
Delaware 

District of Columbia 
Florida 


Indiana 


Kansas 
Kentucky 
Louisiana 


Maine 
Maryland 


Massachusetts 
Michigan 


Minnesota 
Mississippi 


Missouri 
Montana 
Nebraska 


Nevada 
New Hampshire 


Date 

Oct. 6-9 
Apr. 14-17 
Mar. 4-6 
Apr. 4, 5 


May 23-25 


May 12-14 
May 12-15 
May 13-16 
Apr. 28-May 1 
May 23-25 
May 26-28 
Apr. 29-May 1 
Apr. 1-3 

July 21-24 
Apr. 29-May 1 


June 


Place 


Columbus 
ulsa 


Portland 


Albrook A.F.B. 


Harrisburg 


Myrtle Beach 
Watertown 
Gatlinburg 
Houston 

Salt Lake City 
Manchester 
Virginia Beach 
Seattle 

White Sulphur 
Springs 
Milwaukee 


Sheridan 


Secretary 

E. G. Jones 

S. A. Russman 
T. D. Holder 

A. L. Robertson 
M. D. Zimmerman 
R. Carrasquillo 
J. S. Allen 

J. E. Wallace 

R. E. Decker 

A. M. Ballentine 
W. Ogle 

R. C. Dalgleish 
E. H. Van 

WT McAfee 
J. M. Deines 

G. N. Casto, Jr. 
H. O. Hoppe 

T. J. Drew 


Address 
185 E. State St., Columbus 
1219 Classen Dr., 
Oklahoma City 
Selling Bidg., 

ortland 
5700 USAF Dispensary, 
Albrook Air Force Base 
217 State St., 
Harrisburg 
P. O. Box 214, De Diego #3 
Rio Piedras 
Union Trust Bldg., 
Providence 
1420 Gregg St., 
Columbia 
Box 308, 
Parker 
215 W. Flower St., 
Pulaski 
3707 Gaston Ave., 
Dallas 10 
State Capitol Bldg., 
Salt Lake City 
22 Washington St., 
Rutland 
Colonial National Bank 
Bldg., Roanoke 
Medical & Dental Bldg., 
Seattle 
3820 McCorkle Ave., S.E., 
Charleston 
1331 W. Vliet St., 
Milwaukee 
State Office Bldg., Cheyenne 


MEETINGS OF STATE BOARDS OF DENTAL EXAMINERS 


Date 

une 9-14* 
June 10, 11t 
July 9-12*+ 
June 24-28* 
June 26t 


July 8-18*t 


June 24-26 
June 11-14*tt 
May 27-31*t 


June 3-6 
June 10-13*t 


June 2-7f 
June 10-12t 


June 9-15 


June 17-21*t 
June 18-20*t 


June 10-15, 17, 
June 10, 13, 17, 


June 24 
June 20, 21* 
June 20t 


Place 
Birmingham 
Anchorage 
Florence 

Los Angeles 
San Francisco 
Boston 
Bridgeport 
Bridgeport 


Philadelphia 
Wilmington 


Jacksonville 


Boise 


lowa City 


Kansas City 
Louisville 


Ann Arbor 


Minneapolis 
Jackson 


18* Kansas City 
18t 


Secretary 
W. L. McCarty 


R. H. Williams 
W. G. Biddulph 


W. T. Jones 

T. G. Atwood 
R. F. Gilmore 
C. G. Brooks 

K. Musselman 
T. Birthright 
P. Taylor, Jr. 
. G. Brown 

L. Houvener 
G. DeWinter 
. A. McKee 
A. Frech 

A. Hahn 


L. Teall 
. J. Kelly 


Steib 


. S. Appleby 

. Levin 

. J. Glennon 

L. Champagne 


M. G. Walls 
J. C. Boswell 


R. R. Rhoades 


R. O. Betzner 
H. E. Weber 


A. A. Cozzalio 
S. G. Markos 


“4 


Address 

Professional Bldg., 
Montgomery 

Box 2122, Juneau 

1502 W. Osborn Rd., Phoenix 


107 E. Shelton, Monticello 
450 Sutter St., San Francisco 


Republic Bidg., Denver 2 
302 State St., New London 


143 W. Main St., Newark 


1835 Eye St., N.W.., 
Washington 

P. O. Box 2913, Jacksonville 3 
Blackshear 

Dillingham Bldg., Honolulu 
Sun Bidg., Boise 

Wood Bldg., Benton 
Gary National Bank Bldg., 
Gary 

Farmers & Merchants 
Bank Bldg., Burlington 
Box 71, Hiawatha 

102 W. Madison St., 
Franklin 

Maison Blanche Bldg., 
New Orleans 

Box 260, Skowhegan 
3429 Park Heights Ave., 
Baltimore 15 

323 Main St., Woburn 
3714 W. MecNichols Rd., 
Detroit 21 

Lowry Bldg., St. Paul 
Medical Arts Bidg., 
Jackson 

Central Trust Bidg., 
Jefferson City 

303 Power Block, Helena 
Federal Securities Bldg., 
Lincoln 

130 N. Virginia, Reno 

8 Renaud Ave., Dover 


| 

— 
ge 
June 24 
Be: July 29 
June 24-28{ 

June 24-26* 
at June 28, 29* 

June 27-294 

June 24*t 
June 25-27 *t 

Georgia 

Hawaii 
Idaho 

lowa 

my, 

Boston 


State 
New Jersey 


New Mexico 
New York 


North Carolina 
North Dakota 
Ohio 
Oklahoma 


Oregon 
Pennsylvania 
Puerto Rico 
Rhode Island 
South Carolina 
South Dakota 
Tennessee 
Texas 

Utah 
Vermont 
Virginia 
Washington 
West Virginia 
Wisconsin 
Wyoming 


Most states require 
*Dental exz amination. 


Date 

June 10, 11* 
June 14, 15* 
June 18, 19* 
June 26, 27* 
May 31, June It 


July 1, 
July 1, 
Dec 

June 24*f 
July 8.12 


, 


June 10-13*f 
June 16-21* 
June 16-19T 


June 13-15 
June 23-26*t 
June 10-15 


June 24-30f 
June 24-2677 
June 10-15* 
June 10, 11t 
June 24-27 


June 24-26 
June 3-7*f 


on locations of examinations. 


Name 
Academy of Denture 


ANNOUNCEMENTS . . 


Place 
Philadelphia 
Trenton 
New York 
Philadelphia 
Teaneck 


Chapel Hill 
Fargo 


Portland 
Philadelphia 
Pittsburgh 


Columbia 
Sioux Falls 
Memphis 


Burlington 
Richmond 


Seattle 


West Liberty 
Milwaukee 


Secretary 


C. J. Schweikhardt 150 E. State St., 


. J. Clarke, Sr. 
. W. Beier 


- H. Guion 
. M. Flath 
H. B. Smith 
W. E. Cole 


F. L. Utter 
R. E. V. Miller, Sr. 
J. Mercado C. 
F. M. Hackett 
. L. Gunter 
. T. Aker 
C. R. Aita 
R. T. Weber 
A. Jr. 
P. M. Fitch 
J. M. Hughes 
F. S. Rotchford 
C. C. Cottrill 
S. F. Donovan 
W. A. Hocker 


applications to be in 30 days prior to examination date. 
tDental hygiene examination. 
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Address 
Trenton 8 


Artesia 
23 S. Pearl St., Albany 7 


Doctors Bidg., Charlotte 7 
Williston 
322 E. State St., Columbus 15 
2420 N. Meridian, 
City 

Pioneer Trust Bidg., Salem 
Dept. of Public Instruction, 
Box 911, Harrisburg 
Comercio St. #452, 
San Juan 
267 Academy Ave.. 
Providence 
1226 Pickens St., 
Canton 
Bennie-Dillon Bidg., 
Nashville 
Capitol National Bank 
Bidg., Austin 16 
10 S. Second E., Provo 
Newport 
Medical Arts Bldg., 
Richmond 
1108 S. Washington St., 
Olympia 
Box 111, Glen Rogers 
Tomah 
O & S Bidg., Casper 


Columbia 1 


Write to secretary of dental examining board for information 


MEETINGS OF OTHER ORGANIZATIONS 


Date 


Prosthetics 


American Academy of 


May 29-31 


Dental Medicine 


American Academy of 


Apr. 6-8 


Oral Pathology 


American Association 


Mar. 24-27 


of Dental Schools 


American Association 


Apr. 20-26 


of Industrial 
Dentists 


Apr. 28-May 4 


American Association 
of Orthodontists 
American Board of 
odontics 


American Dental 
Society of Europe 
American Society for 
the Advancement of 
General Anesthesia 
in Dentistry 
Berkshire Conference 
in Oral Pathology 
and Periodontology 


British Columbia 
Dental Association 


British Dental 
jation 


May 13-16 


July 25-27 


Aug. 28-31 


Mar. 25 


June 16-20 


May 16-18 


July 1-5 


Place 


Columbus, 
io 


Boston 


Washington, 
D.C. 


Atlantic City, 
N. J. 


St. Louis 


New Orleans 


San Francisco 


Lausanne, 
Switzerland 


New York 


Victoria, B.C., 


Canada 


Newcastle 
on Tyne, 
England 


Secy. or Chm. 
I. L. Furnas 
Secy. 
G. J. Witkin 
Secy. 
J. L. Bernier 


M. W. McCrea 
Secy. 


E. R. Aston 
Secy. 


E. E. Shephard 
Secy. 


R. L. Ireland 
Secy. 


J. P. Molony 
y- 


M. H. Feldman 
Exec. Secy. 


I. Glickman 
Dir. 


D. Parfitt 


H. P. Buchanan 
Secy. 


Address 

928 Silverado St., 

La Jolla, Calif. 

45 S. Broadway. 
Yonkers, N. Y. 

Armed Forces Institute 
of Pathology, 

Walter Reed Army 
Medical Center, 
Washington, D.C. 

42 S. Green St., 
Baltimore 
Pennsylvania Dept. 

of Health, 

P. O. Box 90, 
Harrisburg, Pa. 

8230 Forsyth Bivd., 
St. Louis 

College of Dentistry, 
University of Nebraska. 
Lincoln 8, Neb. 

110 Harley St., 
London W. 1, England 
730 Fifth Ave., 

New York 19 


Tufts University, 
School of Dental 
Medicine, 

136 Ave., 
Boston 1 

Medical Bldg., 
Vancouver, B.C.., 
Canada 

13 Hill St., 

Berkeley Square, 
London W. 1, England 


‘ 
Secy. = 
Lenox, 
Mass. 
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Name 
Canadian Dental 


a Dental Society 
Chicago Dental 
Society 
Cincinnati Dental 
Society 


Cleveland Dental 
Society 

Council on Dental 
Education, Dental 
Aptitude Tests 
Federation Dentaire 
Internationale, 
Twelfth International 
Dental ngress 
Greater Philadelphia 
Annual Meeting 


International Academy 
of Oral Dynamics 
Internationa! Associa- 
tion for Dental Research 
Japan Dental Associa- 
tion, Biennial National 
Meeting 
National Board 
of Dental Examiners 
National Dental 
jation 
North Academy 
of Dental Medicine 
Pacific Coast Dental 
Conference 

Internationale, Sixty- 
Third Dental 
of ris 
Societe Suisse d'Odonto- 
logie, Annual Congress 
Southeastern Society 
of Oral Surgeons 
Southern Academy of 
Oral Surgery, Inc. 
Third International 
Medical and Surgical 
Meetings—International 
Medical and Health 
Exhibition 
Thomas P. Hinman 
Mid-Winter Clinic 
Western Society of 
Periodontology 


Date 
June 23-26 


Mar. 17-19 
May 6-8 


Apr. 26, 27 


Sept. 7-14 


Mar. 26-29 


Mar. 9 
Mar. 21-23 


Apr. 28-30 


Apr. 1, 2 
Aug. 4-8 
May 12-16 
Aug. 19-22 


Apr. 11-17 


May 31-June 2 
May 9-11 
Mar. 16, 17 


June 1-9 


Mar. 17-20 


Mar. 29-31 


Place 


Winnipeg, 
Canada 


Chicago 
Cincinnati 


Cleveland 


Rome, 
Italy 


Philadelphia 


Washington, 
D.C, 


Atlantic City, 
N. J. 


Tokyo 


Hot Springs, 
Ark. 

Sun Valley, 
Idaho 

San Diego 


Paris, 
France 


Buirgenstock, 
Switzerland 
New Orleans 


Atlanta, 
Ga. 
Turin, 
Italy 


Atlanta, 
7a. 

Las Vegas, 
Nev. 


Secy. or Chm. 
D. W. Gullett 
Secy. 


K. S. Richardson 
Exec. Secy. 


H. G, Frankel 
Chm, 


L. H. Samartini 
Gen. Chm. 


S. Peterson 
Secy. 


P. Lalli 
Secy. Gen. 


H. Silver 
Exec. Secy. 


R. K. Sindmack 


D. Y. Burrill! 
Asst. Secy. 
T. Kashima 
Dir. 


G. J. Casey 
Secy. 
J. A. Jackson 

Secy. 

G. Underwood 
Secy. 

C. W. Gilman 
Secy. 


M. Vincent 
Gen. 


Secretary 

J. E. Skaggs 
Secy. 

R. F. Sullivan 
Secy. 


B. Roccia 
Dir. 


E. K. Patton 
Gen. Chm. 


C. L. Foss 


Address 

Canadian Dental 
Association, 

234 St. George St.., 
Toronto 5, Ont., 
Canada 

30 N. Michigan Ave., 
Chicago 

Doctors Bidg., 
Cincinnati 

710 Carnegie Hall Bldg., 
Cleveland 15 

222 E. Superior St., 
Chicago 


Via Boezio 16, 
Rome, Italy 


Bellevue-Stratford 
Hotel, 

Broad and Walnut Sts., 
Philadelphia 2 

573 Bloomfield Ave., 
Verona, N. J. 

129 E. Broadway, 
Louisville 2, Ky. 
1-Chome, Ogawa- 
machi, Kanda, 
Tokyo, Japan 

222 E. Superior St., 
Chicago 

P. O. Box 197, 
Charlottesville, Va. 
Selling Blidg., 
Portland 5, Ore. 

219 E. 8th St., 
National City, Calif. 
31, rue Tronchet, 
Paris, France 


Spitalgasse 37, 
Berne, Switzerland 
Francis Bidg., 
Louisville 2, Ky. 
118 Jones St., E., 
Savannah, Ga. 
Dentistry Clinic, 
University of Turin, 
Corso Polonia 2, 
Turin, Italy 


Box 136, Ben Hill Sta., 
Atlanta 11, Ga. 

239 E. Laurel St.., 

San Diego 1, Calif. 


Association in co- 
with Western 
n 
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pd is held mandatory by leading anesthesiologists, 
particularly in using highly potent, fast-acting local 
anesthetic solutions. 


The new Carpule “ASPIRATOR” enables you to aspirate 
before every injection, positively, safely, easily, 
with the standard Carpule cartridges. Hence you can — 


@ Eliminate danger of intravascular injection, thus increasing 
patient comfort and tolerance, and making local anesthesia, 
the safest known, still safer by minimizing systemic reactions. 


@ Obtain Grade A anesthesia more consistently, as the solution 
will not be dissipated by the blood stream. 


— 


The Carpule “ASPIRATOR” has all the time-proven fea- 
tures of the Carpule Positive Lock Syringe plus the 
aspirating feature. It requires no change in technique; 
no special cartridges; is simple to use; easily cared 
for; and readily disassembled for cleaning and 
sterilization. 


NEW FEATURES ARE — 
@Thumb Ring — permits aspiration with one hand. 
@ Spool Finger Grip— assures positive grip on 
syringe in aspirating, and is so formed that syringe 
will not roll off bracket table. 


@ Hollow Piston Red containing Harpoon which, when 
embedded in rubber plunger, retracts it to aspirate. 


Order a Carpule “ASPIRATOR” from Your Dealer Today. 


C — RUBBER PLUNGER 
= 


URIBE 
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FOR DENTAL CARE 


Fine dental instruments are 
judged by the high standards you 
establish. To be sure of equal 
quality in a toothbrush for your 
patients, prescribe an Oral B. 


This softer brush is designed to 
protect both teeth and gums effec- 
tively. The gentle action of more 
than 2500 very thin synthetic 
bristles with smooth tops makes 
this possible. Try one yourself 
and feel the difference. 


In 3 sizes for all the family 


TOOTHBRUSH 


Oral B Company - San Jose, California 
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INJECT 
STRENGTH 


into a denture.” 


THE INJECTOR that you are looking at is unique! 


Under a constant 40 Ibs. pressure, this gun 
injects added TILON into the flask. 


During the rapid shrinkage during polymerization, 

the needed TILON is right on tap. No tensions 

or stresses are built-up, instead, added strength 
is figuratively INJECTED in. 


The TILON technique is new, 
is different, and is UNIDIRECTIONAL. 


TICONIUM 


413 No. Pearl St., Albany 1, N.Y. 


FOR YOUR 
NEXT DENTURE! 


A-21 
4 
4 
- 
‘ 
| TRY 


Te Save You Reading “ime... 
DENTAL ABSTRACTS 


Published monthly by the American Dental Association at 
the low annual subscription price of $6 for U.S. subscribers, 
$7 abroad. 


Each 64-page monthly issue of DENTAL ABSTRACTS contains approxi- 
mately 90 abstracts and eight illustrated digests, selected from 350 current 
dental and allied journals published in 50 countries. 


How would you like to receive each month succinct, comprehensive 
abstracts of articles reflecting the significant advances being made by 
dentistry throughout the world? One look at DENTAL ABSTRACTS will 
tell you why this new dental abstract journal is being acclaimed by 
readers in 65 countries. 


An antibruxism shield from Colombia .. . 

A device for root canal therapy from England . . 
An Italian experiment with transplantation .. . 

The experiences of a dentist in the Antarctic .. . 


A new technic for improving complete dentures .. . 


You will read about them all in DENTAL ABSTRACTS. 


AMERICAN DENTAL ASSOCIATION, Subscription Department 
222 East Superior Street, Chicago 11, Illinois 


Please enter my subscription to DENTAL ABSTRACTS for one year. 
My check is enclosed." 


Name 


City, zone and state. 


“Subscription rate is $6 in U.S., $7 abroad. 
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Over 50 years 
still one of the finest 
toothpowders 


Accepted by the Council on Dental Therapeutics 
of the American Dental Association 
as Sodium Bicarbonate U. S. P. 
FREE Children's Booklets—We would like to 
send you children’s booklets for your waiting j 
Lo 


room. They are approved by leading educa- 
tors. Just write to us at the address below. 
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SONATY 
| 70 Pine Street . New York 5, N. Y. aed 
BUSINESS ESTABLISHED IN 1846 Ea 


OPPORTUNITIES UNLIMITED IN 


The number of children per dentist is increasing rapidly each year. 
However, it is a fact that only relatively few children receive adequate 
dental care. This presents a grand opportunity for you to render a valuable 
health service. 

Rocky Mountain’s new booklet, “Tru-Chrome and Tru-Spot Welders 
in Dentistry for Children” gives full information on how you can extend 
basic dental care to more children. Contact your R.M. Participating Dealer or 
write Rocky Mountain direct. 


ROCKY MOUNTAIN METAL PRODUCTS CO. 


P. O. BOX 1887, DENVER 1, COLO., U. S. A. 


“For over 20 Years the Pioneers in Spot Welders and Chrome Alloy 
Specialties for Orthodontics and Dentistry for Children” 


2? ARE YOU GOING TO THE GREAT ROME CONGRESS ?? 
September 7-14th 1957 
FEDERATION DENTAIRE INTERNATIONALE 


Write us at once for our Tour Folder showing wide selection of itineraries of from 
17 to 60 days duration. By Ship or Air, or combination. 


AMERICAN EXPRESS OPERATION 
Dr. C. W. Carrick Oberlin, Ohio 
TRAVEL CONSULTANT FOR U.S.A. SECTION 


SOLID 
BRONZE 
NAME 


SIGNS 
Cast, raised letters, drilled, with screws 


3" x 12" — $12.60 3" x 14" — $14.70 3" x 16" — $16.80 
4" x 14" — $19.60 4" x 16" — $22.40 4" x 18" — $25.20 
5" x 16" — $28.00 5" x 18" — $31.50 5" x 20" — $35.00 
6" x 18" — $37.80 6" x 20" — $42.00 6" x 25" — $52.50 
Other sizes 35¢ per sq. in. Minimum, $7.00. Signs with wording on both sides 60c per sq. in. 
COLLECT PLEASE SEND CHECK WITH ORDER 
LAUER METAL SHOP e 1516. Baltimore Street e@ Baltimore 31, Md. 
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can be the LEAST COST 
if it is the LAST COST 


¥* Good Dentistry does not specify GOLD 
just to spend money. 


GOLD is used because it can be processed 
so readily, can be fitted so well and 
protects the remaining natural teeth. 
Thereby GOLD can, and usually does, 
save money and avoid later complications. 


Of all metals and alloys available to 
Dentistry, nothing else is as workable, 
repairable and resilient, yet is available 
in the particular strength and ideal shade 
required for each specific purpose. 


To save work and worry and to gain 
patient-confidence, specify GOLD where- 
ever it is indicated. 


iS dental gold institute inc. 


$561 MAIN STREET 


BUFFALO 21, N.Y. 
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skill 


3.8% WITH SUPRANOL 1:60,000 


If you have ever experienced difficulty 
in obtaining complete mandibular anes- 
thesia, the greater diffusibility, rapid ac- 
tion and added potency of UNACAINE 
HCL 3.8% will amaze you. Reference in 
the dental literature is made again and 
again to the difference UNACAINE HCL PY 
makes in inducing complete mandibular 
anesthesia where other local anesthetics 
have failed. 


_ We quote from such a recent ar- 
ticle “. . . Utilizing UNACAINE 
Hydrochloride in more than 1,000 
cases involving crown and bridge 
prosthodontia the authors can defi- 
nitely state that UNACAINE closely 
- approaches the ideal anesthetic . . 
Tt was further noted, that in admin- 


istering a mandibular block injec- 


tion, the initial introduction of the UNACAINE offers all these qualities you seek 
_ solution was immediately effective, © Almost instantaneous anesthesia 


and a ‘repeat’ injection was rarely © 2¥2 to 5 times safer than procaine* 

indi F dib Remarkably intense anesthesia 

indicated.” For success in mandibu- © Designed to cover average duration required for 
lar anesthesia, your skill plus UNA- 

, uneventful re 

CAINE HCL are a sure’ combi- 

nation! 


determination, 


comporable to thet of procome 


CHEMICAL MFG. CO., Inc. 
2901-28 Brooklyn 7, N.Y. 


London — Buenos Aires— Kio de Janeiro 


Unacaine HC! and Supranol are the registered 
trade marks of the Novoco!l Chem, Mfg. Co., 
Inc., indicating its respective brands of meta- 

_butethamine HCI ural 


‘ 
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+ “Just a REMINDER 
Doctor... 


... Sign your A, 
Group Life Application” 


Here’s a plan designed especially for 
you...now... when heavy family 
responsibilities make maximum insurance 
protection essential . . . and income is lower 
than it will be later on. 


The A.D.A. plan, underwritten b 
Great-West Lite, provides $10,000 basic 
life insurance protection or $20,000 for 
accidental death at an annual premium of 

@ $30.00 to age 30 

@ $50.00 between agés 31-40 

@ $80.00 between ages 41-50 

STUDENTS— @ $130.00 between ages 51-60 


A.D.A. Group 
Life Plan Ap- A.D.A. Group Life Program 


lication THE GREAT-WEST LIFE 
orms are 
available at ASSURANCE COMPANY 


all Dental Col- 1035 Field Building 
tages. 135 S. La Salle St., Chicago 3. Il. 


THE 


Great-Wesr Lire 


ASSURANCE COMPANY 


HEAD OFFICE WINMIPES. CARADA 
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TIN FLUORIDE 


(Stannous) 


_ for topical treatment of children’s 


teeth to reduce the incidence of 
caries — Continues to gain in favor 


50 — 4gramcapsules — $5.00 


to prevent deterioration Treatment for 12 patients with directions for preparation 


and use. 
MEASURED 


for correct concentration Dealers everywhere, or 


For Immediate Delivery by 


KING’S SPECIALTY COMPANY 
Box 240 Fort Wayne, Indiana 


SPATULAS by Buffalo Dental—available singly or boxed as shown—have the feel 
and flexibility you'll like. Blades are of stainless steel strongly riveted into polished, 
rosewood handles. Ask your dental dealer to show you the Buffalo spatula 
assortment. 


BUFFALO DENTAL MANUFACTURING CO., Buffalo 5, N.Y. 
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When patients complain, or look as if they'd like to, it’s 


a sign of trouble! If YOU°RE worried about how to 
handle them all and still have a life of your own, you'll 
be interested in the procedures PBP has recommended 
to thousands of now-successful dentists. 


Patient relations are a serious matter and are covered 
thoroughly in the complete PBP program of practice 
improvement. Why not find out about the entire plan 
NOW? Just fill in the spaces below, tear out the page 
and mail it today. We'll be happy to send you complete 
information. 


Dr.. 


City. 


Phone. 
ADA-3 


PROFESSIONAL BUDGET PLAN 


303 EAST WILSON STREET ° MADISON 3, WISCONSIN 
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for post-surgical elimination . . . 


PHOSPHO:SODA | 


(Fleet) 
During difficult extractions or other oral 
surgery the saliva ejector is used routinely J 
to draw off mucus, blood or pus. ’ ; 
To hasten the elimination of such material ingested after the patient 
leaves the office many dentists prescribe gentle, prompt and 
thorough Phospho-Soda (Fleet), a clinically evaluated laxative of choice 
for more than sixty years. 


Adult Dosage: | tablespoonful in a glass of cold water on an 

empty stomach. Available for prescription or recommendation 

in 2%, 6 and 16 fluid ounce sizes. 

Professional ples and dard post-extraction instruction forms on request. 


Cc. B. FLEET CO., INC., Lynchburg, Virginia 


new WATER-MIZER vou 


$44 A YEAR ON WATER BILLS* 


Simple new device costs 


little to install, nothing 5 O 
to maintain. 
NZ \ plus installation 


CONVENTIONAL WAY MIZER-CONTROLLED 


FRESH WATER FRESH waren 
FLOW 


10,517 gals Congs 


ANNUAL SAVINGS: 108,246 Gals. That's 97.9%! It's “Based on research at U.S. Naval 
: +. Naval Medical 
also, figured at 4ic per 1000 gals., $44.38! — id. toca! 


water rate of 4ic per 1000 gals. 
For Details or Demonstration, Consult Your Dealer or Write to: 


4-30 
GS 
deed 
q 
As f 
} 

| 
med Annvally | 2,271 gals. Consumed Annually 
| 
| 
P. ©. Box S8i8 
BOWEN COMPANY, INC, Bethesda 14, Maryland | 


NEW. SYMBOL 
OF MODERN 
RADIOGRAPHY 


with Features That Make Modern X-Ray Procedures Easier, Faster... 
with Better Diagnostic Results 


@ NEW, PUSHBUTTON KV SELECTION «+ 60 to 90 Kv at the touch of a 
button ... the exact kilovoltage you need for the techniques you use. 


@ MORE COMPACT, GAS INSULATED HEAD « Tube head insulated with 
sulfur hexafluoride, an inert, non-flammable, harmless, non-expanding gas 
. .. three times the insulating capacity of air. 


HIGH-ACCURACY TIMER ¢ New, synchronous timer resets automatically 
after each exposure. Speeds from 6 seconds to %¢ second . . . with un- 
changing accuracy! 

INCREASED FLEXIBILITY and EASIER OPERATION ¢ Unsurpassed wseable 
range and positioning, with full-scope flexibility about patient's head. 
Grouped controls are easily seen and adjusted for utmost ease of operation. 
DYNAMIC, NEW STYLING © Clean, modern lines give the Century a cate 
coments appearance. Styling is functional, as well as distinctive 

utiful. 


THIS GREAT, NEW X-RAY IS AT YOUR RITTER DEALER'S SHOWROOM NOW! 


po 
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High-speed dentistry needs 
PanoVision Lighting 


High-speed dentistry means faster 
cutting of tooth structure. Faster 
cutting demands the finest acuity 
of vision. 

This better vision requires the best 
quality and quantity of light. It 
must be of the highest order . . . no 
matter what technique you use. 

This is no problem with Castle’s 


PaANOVISION Light. It meets today’s 
need for better and more accurate 
vision, and is ready for any new vis- 
ual task that technology offers. 

Test the PANOVISION side by side 
with what you now have . . . Compare 
them ... and you'll see instantly why 
it’s the light that meets your needs of 
today and many more tomorrows. 


Send me bulletin D117 on 
the PANOVISION lamp. 


Name 


Address 


Cartlhe_ LIGHTS & STERILIZERS 


WILMOT CASTLE COMPANY + 1846D East Henrietta Rd., Rochester, N.Y. 


het 
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OXYGEN, an essential 
in modern dental offices 


Oxygen for supportive therapy and resuscita- 
tion should be readily available in every dental 
office. Its administration may prevent a seri- 
ous emergency or save a life. Although serious 
emergencies are comparatively rare, they do 
occur. A patient has the right to expect his 
dentist to be prepared to handle them. 

The outcome of an emergency may in many 
cases be determined by the immediate treat- 
ment while awaiting the arrival of other pro- 
fessional help. The HANDY resuscitator is 
an essential. 

The HANDY resuscitator is small, light, 
safe, effective, reliable and extremely 
simple to operate. No pressure 


beyond a safe amount can reach 
the patient’s lungs. Full and accu- © 
*HANDY is a trademark. 


rate control of the respiratory rate is at the 
finger tips of the operator. 


THE HANDY* RESUSCITATOR does three 

important things: 

1 As Resuscitator, it automatically breathes for a 
person whose respiration has failed and avtomati- 
cally adjusts the depth of respiration for an infant, 
child or adult. 

2 As Inhalotor, it supplies oxygen to be absorbed by 
the spontaneous respiration of the votes. it can 
be instantly converted to “Inhala- 
tion” by the turn of a single 
plainly marked valve. 

3 As Aspirator, it provides sufficient 

suction to remove obstruct- 

ing material from the throat, 

such as mucus or vomitus. 


© 1957, National Cylinder Gas Company 


NATIONAL CYLINDER GAS COMPANY, 840 North Michigan Ave., Chicago 11, Illinois 
Please send me further information on the HANDY resuscitator. 


NAME 


ADDRESS 
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The DENTAL CLINICS of NORTH 
AMERICA are a new series of books of 
postgraduate dentistry, designed to offer 
you an unexcelled opportunity to con- 
tinue your education and enhance your 
skill after you have left the training 
grounds of the dental centers. 


The DENTAL CLINICS will be published 
three times a year (March, July and No- 
vember) the first number appearing in 
March 1957. 


The DENTAL CLINICS are cloth-bound 
books, not magazines or journals. They 
contain no advertising, only usable in- 
formation applicable to your daily office 
practice. They tell you what to do, when 


The 
DENTAL 
CLINICS 


to do it and how to do it—giving advice 
on new treatments, new drugs and new 
dental materials. 


Each number contains a well-illustrated 
symposium of about 250 pages on a 
subject of current interest (See full con- 
tents of March number on the opposite 
page). 

The authorities who prepare these for you 
are all top-notch oral surgeons, ortho- 
dontists, pedodontists, ete. You'll find re- 
curring coverage on topics like these— 
Oral Therapy—Tumors of the Oral 
Regions—Emergencies in Dental Prac- 
tice—Handling the Latest Dental Mate- 
rials—ete. 


For less than the yearly cost of your 
daily newspaper you can receive the 
DENTAL CLINICS. They will be sold 
only by the year of three consecutive 


numbers. Per Year—$14.00. To enter 
your subscription, simply fill in the handy 
SAUNDERS order form on next page. 


Topics for first 2 years 


March 1957. 
NEEDS 


~NEW DEVELOPMENTS IN OPERATIVE DENTISTRY and 
DIFFERENTIAL DIAGNOSIS OF PROSTHODONTIC 


July 1957 
November 1957 


EMERGENCIES IN DENTAL PRACTICE 


BENIGN, PRECANCEROUS AND MALIGNANT TUMORS 
OF THE ORAL REGIONS and CURRENT PRACTICE IN 
ENDODONTIA 


PRACTICAL ORAL THERAPY 
THE DENTIST AND SYSTEMIC DISEASE 


DENTAL MATERIALS—THEIR USE AND RECENT 
DEVELOPMENTS 


March 1958 
July 1958 
November 1958 
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A new series of books bringing you 
the latest clinical advances in dentistry 
from the leading dental authorities 


NORTH AMERICA 


CONTENTS—MARCH ISSUE 


NEW DEVELOPMENTS IN 
OPERATIVE DENTISTRY 
Drexell A. Boyd, D.D.S., Editor 


Present Day Concepts of Cavity Preparation 
Arthur B. Gabel 


Principles Associated with the Use of High 
Speed Rotary Tools Robert E. Doerr 


High Speed Preparations R. A. McEwen 


Airbrasive and Ultrasonic ipment 
Harry Postle and William Lefkowitz 


Selection and Purpose of Dental Restorative 
Materials in Operative Dentistry 
Herbert D. Coy 


The Amalgam Restoration John B. Mosteller 


The Resin Restoration in rative Den- 
tistry rexell A. Boyd 


Gold Foil in Everyday Practice 
Bruce B. Smith 


Indirect Inlay Construction 
Frederick A. Hohlt 


The Use of Rubber Base Impression Ma- 
terial for Indirect Procedures 
L. Rush Bailey 


Endondontic Procedures for the General 
Practitioner Harry J. Healey 


Name 


30-day free examination—— 


W. 8. Saunders Company 


West Washington Square, Philadelphia 5 


Please send and charge to my account The Dental Clinics 
of North America, beginning with the March, 1957 issue. 
14.00. 


DIFFERENTIAL DIAGNOSIS 
OF PROSTHODONTIC NEEDS 
Raymond J. Nagle, D.M.D., Editor 


Diagnosis of the Edentulous Mouth and 
Probable Prognosis of its Rehabilitation 
Joseph H. Landa 


Factors of Diagnosis Which Influence the 
Choice of Posterior Occlusion in Complete 
Denture Prosthesis S. Howard Payne 


A Physiologic Denture Technique 
Ralph H. Boos 


Management of the Trial Denture Base 
Sidney Silverman 


Esthetics of Denture Construction 
Roland D. Fisher 


The Appearance Phase of Denture Con- 
struction Muller DeVan 


The Open Bite Jerome M. Schweitzer 


Nutrition as It Affects the Edentulous Pa- 
tient Arvin Mann 


Criteria for Evaluation in Treatment Plan- 
ing in Fixed Partial Prosthesis 
David H. Coelho 


Occlusion in Relation to Prosthodontics 
Vincent R. Trapozzano 


Address. 


ADA 3-57 
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of your own 


favorite 


prescription 


Isn’r 1T almost time you took a few doses of 
the relaxation you’re always prescribing for 
your too-busy patients: A lot of overworked 
dentists have discovered a new “wonder-cure”’ 
for tension in the Hammond Chord Organ. 


You needn’t know music. In your first half- 
hour you'll play a complete tune... with 
Hammond Picture Music to show you how. 


The Hammond Chord Organ is a hobby 
you don’t have to plan ahead for or set a time 
aside to enjoy. When you have the time... 
anytime . .. it’s ready. 


See the Hammond Dealer in your town. 
Try the Hammond Chord Organ for a few 
minutes. No obligation. And mail the coupon 
for more information. $975 f.o.b. Chicago. 


Hammond Chord Organ 


by the makers of Hammond Organs 


Hammond Organ Company 
4242 W. Diversey Ave., Chicago 39, Illinois 
Without obligation send me information on the 


Hammond Chord Organ and an LP recording of 
its music. 


Name 


Zone____ State. 


© 1956, Hammono ORGAN COMPANY 


HAWAII 


Attend the 
50th Annual Scientific Meeting 
HAWAII TERRITORIAL 
DENTAL SOCIETY 


COMPLETE PRICE 370 
TWO WEEKS . .. only 

Price includes airplane roundtrip between West 
Coast and Hawaii, residence at deluxe Reef 
Hotel, cocktail party, dinner-dance at Royal 
Hawaiian Hotel, fashion-show and luncheon, 
luau—Hawaiian feast, all- day Circle Island Tour, 
Mt. Tantalus Drive, Pearl Harbor Cruse and 
Tour, plus transfers, leis, and all necessary tour 
services. Steamship travel and hotel accom- 
modations elsewhere are available at adjusted 
rates. WIDE CHOICE OF STEAMSHIP 


SPACE TO AND FROM HAWAII! AVAILABLE 
TO EARLY APPLICANTS. 


Consult: 
HOWARD TRAVEL SERVICE 
578 Grand Avenue 
Oakland 10, California 


EUROPE 


Attend the 12th 
FEDERATION DENTAIRE INT'L 
ROME — SEPT. 1957 
With 
OFFICIALS of 
STATE DENTAL 
ASSOCIATIONS 


COMPLETE PRICE $1399 


30 DAYS ..... only 


ENGLAND — FRANCE 

ITALY — SWITZERLAND 
Price includes airplane roundtrip between 
New York and Europe, first class accommoda- 
tions and services end 
the Continent, plus mea STEAM- 
SHIP ACCOMMODATIONS "AVAILABLE ON 
REQUEST AND AT ADJUSTED TOUR RATES. 


Consult: 
HOWARD TRAVEL SERVICE _ 
578 Grand Avenue 
Oakland 10, California 
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THIS 


Startling as it may seem, it'll cost on average LESS 
than a nickel a day to have this Model 21, working for 
you for auxiliary duty and tasks you prefer to do away 
from the chair. Spread its small cost over the years during 
which the engine can 1 bly be expected to serve 
you and it represents an outlay (maintenance and current 
included) of not even a nickel per working day. THINK 
OF IT! 


A COMP 1 
@ Saves wear and tear on your office engine. OF MUMLIARY ENONIES SOLD 


@ Takes up a bare minimum of bench space, hence BY LEADING DEALERS. 
no trouble finding room to set it up. * ee 

Correctly distributed weight prevents upsets—no 
need for permanent mounting on bench. FREE CATALOGUE 

@ Speeds up fo 12,000 rpm. 

© 6-speed foot-operated speed regulator. WHY NOT SEND 

Reversible. 

®@ Backed by Foredom’s 34-year reputation for yew catatos 


precision and quality. NO. D28C 


YOU PAY MORE THAN THE COST OF A ‘21 WHEN YOU DEPRIVE YOURSELF OF ITS BENEFITS. 


COMPANY 


27 PARK PLACE, Dept: NEW YORK 7, NY 


= 
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Doctor, is this 
helpful reference book 
in your hands? 


Platinum Metals Division 


It really should be because... 


“Platinum — Palladium — Gold 
in Dentistry” classifies and simpli- 
fies the data on precious metals as 


they affect you and your patients. 


It describes the properties and 
characteristics of the alloys and 
their suitability for different types 
of prosthetic dentistry and ortho- 
dontia. 


Its 40 well-planned pages cover 
investing, casting, soldering, soft- 
ening, hardening and otherwise 
working cast and wrought alloys. 


And it defines and analyzes the 
significance of the strength prop- 
erties quoted by gold manufac- 
turers. 


Just fill out and return the cou- 
pon, doctor, for your free copy. 


THE INTERNATIONAL NICKEL COMPANY, INC. 
67 Wall Street New York 5, N. Y. 


Platinum Metals Division 
The International Nickel Company, Inc., 
67 Wall Street, New York 5, N. Y. 


Name 


Please send me my free copy of “Platinum — Palladium — Gold in Dentistry.” 


A3 


Street 
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Occlusal Cavities 


Using new Hollow Cavitip, apply 
vertically with very light pressure un- 
til it has penetrated to desired depth. 
Extend preparation by moving tip 
laterally as illustrated. 


Each cut takes only seconds and pro- 
duces smooth walls and floor, requir- 
ing no finishing. 


Prepare proximal box by applying 
Hollow Cavitip vertically; then estab- 
lish occlusal floor by applying same 
tip laterally at desired depth in proxi- 
mal box. Complete preparation by 
moving tip laterally as illustrated. 


Each cut takes only seconds and pro- 
duces smooth walls and floor, requir- 
ing no finishing. 


Safety 

“On the basis of histologic and clini- 
cal evidence, no unfavorable pulpal 
reaction resulted from the use of an 
ultrasonic cutting instrument for the 
preparation of cavities in the teeth 
used in this study.” Healey, H., 
Patterson S., and Van Huysen, G.., 
U.S.A.F. Med. J., May 1956. 


Patient Comfort 


“Its routine use enormously reduces 
the fear and apprehension of the child 
patient, enables the operator almost 
to eliminate the use of anesthesia and 
makes it possible for the patient to 
accept, with comfort and without 
anesthesia, more actual dental work 
per chair hour than has been our 
experience with rotary instruments.” 
Zinner, D., and Whetstone, W., J. 
Den. Child., Mar. 1956. 


Operating Ease 

“The fatigue factor for the dentist 
himself was reduced considerably, 
since the handpiece exerts no torque 
and does not run, skip, or slip with 
possible soft tissue damage resulting.” 
Barrash, J., et al, Illinois Den. J., 
Dec. 1956. 


Ask your dealer about 
e CAVITRON —C.LT. 
INSTALMENT PLAN 


e CAVITRON TRIAL PLAN 


Or write for literature 


Me 
vith CAVITRON 
MO,DO,MOD 
=~ 4 
at 
| 
® 
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BRIDGE MODEL 
MATERIAL 


Different from any other Model 
Material . . . Developed especially 
for HYDROCOLLOID and 
ALGINATE technics. 


* No cracked models from hot water 

* Extreme hardness 

* Saws without chipping 

* No shrinkage — minimum 
expansion 

* Unique glazed surface 

* Carving instruments glide 
without abrading 

* Vivid color contrasts sharply 
with inlay wax 


WHIP-MIX CORPORATION 


LOUISVILLE 8, KENTUCKY 


New way to sharpen 
your instruments 


In a few seconds you can sharpen 
any scissors, curette, chisel, scal- 


er, etc. (except wafer blades) to 
a scalpel edge without grinding or 
honing, without destroying the 
temper of the metal. You can 


have constant use of and prolong 
the life of all your instruments 
by sharpening them with 


THE NEIVERT WHITTLER 


Simple instructions make you an 
expert. The Neivert Whittler is 
a lifetime tool. Made from special 
formula tungsten carbide, 909% as 
hard as a diamond, it has 5 cut- 
ting edges and a burnisher. It 
will save its cost in a few days. 
Dentists and physicians through- 
out the world have used and 
praised the Neivert Whittler. En- 
thusiastic testimonials attest to 
the value and economy of this 
“SCRAPE AND SMOOTH” tech- 


Patent Pending 


nique. Nothing like this has ever 

been presented before. Each Neiv- 
For— ert Whittler tool is made to order 
SCALERS by hand and is inspected and 
RONGEURS tested by the inventor. The output 
SCISSORS is limited. Order now for early 
CURETTES delivery. Price $10. 
KNIVES NEIVERT INSTRUMENT INSTITUTE 
CHISELS 555 Park Avenue New York 21, N. Y. 


Manufacturers of the original and only “‘Neivert Whittier” for 
“SCRAPE AND SMOOTH” sharpening of aii cutting tools. 


FOR 
ENLARGED 
VISION 


which aids today’s 
high-speed techniques 


you need the oral 


3-D MAGNI-FOCUSER 


Dentists save valuable time by using the 
Magni-Focuser. It enlarges the field of 
operation and gives true 3-D perception 
of depth. It also relieves eye-strain. 
Leaves both hands free to work. Worn 
with or without regular eye glasses. Nor- 
mal vision resumed by raising head 
slightly. Weighs only 3 ounces. Order 
from your dealer or send $10.50 for 10- 
day trial. Money refunded if not fully 
satisfied. 


EDROY PRODUCTS CO. 


Department 16 
480 Lexington Avenue, New York 17, N.Y. 


Gown, p cusing and vie 
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AUTOMATIC EXAKTA VX 

(a bi 35-mm. Single Lens Reflex Camera 

{/2.0 Automatic Westagon Lens 
For easily made dental photographs and faithfully 

reproduced oral conditions facilitating case record 
a ” ing in oral pathology, surgery, orthodontics and full 
mouth rehabilitation . an invaluable aid in patient 
education. New AUTOMATIC Lens. when uly stooped 

w annoying 
In addition, you can 
use “the Exakia for personal Photography, sports 
portraits, copywork, etc. 
a FREE! — Write Dept. 200 for Free Descriptive Book. 
let on Camera & and Brochure on 
Close-Up Technique with Automatic Exakta VX. 
EXAKTA CAMERA COMPANY 


include SINK, 
STRAINER, 
aed FAUCET 


®@ Heavy gauge furniture steel 
construction. 
© Stainless steel sink. 
@ Flush fitted drawer fronts. ; 
@ Exteriors and interiors finished — 
with melamine compounded, 
chip-resistant, oven-baked 


enamel. 


® Choice of !2 colors at no 
extra charge. 


@ Formica working surface. 
® Sinks available right or left. 


DL-340 Complete $245.00 | 


CERTIFIED PRODUCTS, INC. + s 


and Manufacturers of the Finest Professional Cabinets 
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Announcing 


aminations 


States and Agencies that recognize 
National Board Certificate 


ALABAMA NEVADA 


COLORADO NEW HAMPSHIRE 
CONNECTICUT NORTH DAKOTA 
Apr il 1-2, 1957 IDAHO OKLAHOMA 
(Applications should be received by March 1, 1957) — ee 
INDIANA PENNSYLVANIA 


1OWA RHODE ISLAND 


December 2-3, 1957 KANSAS SOUTH DAKOTA 


: KENTUCKY UTAH 
(Applications should be received by Nev. 1, 1957) LouMtANA VERMONT 


MAINE VIRGINIA 
MARYLAND WASHINGTON 
MASSACHUSETTS WEST VIRCINIA 
MICHIGAN U. S. PUBLIC HEALTH 


describing the MINNESOTA U. S. ARMY 
Netionel Board MISSOURI U. 8. NAVY 
NEBRASKA ALASKA 


Dental Examinations 
may be obtained 
by writing: Council of the National Board of Dental Examiners 


AMERICAN DENTAL ASSOCIATION 
222 EAST SUPERIOR ST. -:- CHICAGO 11, ILLINOIS 


HAWAII 


: 
ationa oar xX 
: 
: 
eC 
Brochure 


| 
in the School Lunch Box 


The school lunch box, when filled at home with 
wholesome foods that are tempting, palatable and 
easy-to-eat, “provides unlimited possibilities for im- 
proved nutrition and for better food habits and 
attitudes on the part of all school children.”* Most 
children accept and enjoy good food, and a satisfying 
lunch will frequently include a variety of nourishing 
foods—for example, meat, cheese, vegetables, fruit 
and, of course, enriched bread. 


Containing significant amounts of protein, thi- 
amine, riboflavin, niacin, calcium and iron, as well as 
nonfat dry milk, enriched bread has contributed in 
the past 15 years to the reduction of deficiency 
diseases formerly traced to the lack of these nutri- 
ents’. In addition, enriched bread has taste appeal, is 
always bland, and is completely digestible. Its com- 
patibility with other foods makes it an ideal lunch 
box food. 


Enriched bread is designed for good nutrition and 
improved health. Its role in improving the health of 
millions of American school children has been pointed 
out as one of the most important advancements in 
public health measures since compulsory pasteuriza- 
tion of milk. 


1. Bowes, A. deP.: Dietotherapy—Nutrition of Children During Their School Years, 
Am. J. Clin. Nutrition 3:254 (May-June) 1955. 
2. Sebrell, W. H., Jr.: Trends and Needs in Nutrition, J.A.M.A. 152:42 (May 2) 1953. 


have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


AMERICAN BAKERS ASSOCIATION 


The nutritional statements made in this advertisement 
20 North Wacker Drive + Chicago 6, Illinois 
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USE of ELEVATORS 


by James R. Hayward and Emmett R. Costich 


University of Michigan School of Dentistry 


Covered in 
THE MARCH ISSUE OF 


“Practical Dental Monographs” 
Published by The Year Book Publishers 


The New, Illustrated Bimonthly Monographs 
on Current, Common Practice Problems 


Editorial Board: E. Cheraskin, M.D., D.M.D., Chairman; Henry B. Clark, Jr., M.D., D.D.S.; 
Roy G. Ellis, D.D.S., M.Sc.D.; Maynard K. Hine, D.D.S., M.S.; William J. Simon, D.D.S., M.S.D. 


An entirely new and different kind of periodical conceived and produced on the 
premise that time is the dentist’s most precious asset. 


PDM bimonthly monographs are brief, concise. Clarity, completeness are stressed. 
An active and highly qualified editorial board selects topics of special interest and 
importance. Leading authorities write the monographs. 


Here is a quick, convenient way to get latest advances in at-the-chair dentistry— 
new technics, new materials and apparatus, new prosthetic developments, new 
basic knowledge. Pocket-size, paper bound format, well illustrated. 


Ultra-practical Subjects Such as These to be Covered in PDM 


High Speed Instrumentation—James R. Jensen Indications and Contraindications for 


Pulp Protection and Preservation—Maury Massler Gingivectomy 
—Frank E. Beube 


Long Cone Technic—Arthur H. Wuehrmann ; 
Treatment of Necrotizing Ulcerative Gingivitis Canker Sores—T. F McNair Scott 

—G. P. Ivancie Treatment of Localizing Osteitis—Daniel E. Waite 
Periodontal Disease in Children—B. O. A. Thomas implant Dentures—Roy L. Bodine, Jr. 


“PRACTICAL DENTAL MONOGRAPHS" 
c/o Year Book Publishers, Inc., 200 East Illinois St., Chicago 11, Illinois 


([] Please enter my order for the New “Practical 
Dental Monographs” at $7.50, postpaid, for 


one year (six bimonthly issues) beginning with oe 
the March 1957 issue. Street 
[[] Also send permanent-type binder at $1.25, post- 
paid. 


JADA 3-57 
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CLASSIFIED 
ADVERTISING 


Forms close on 20th 
of second month preceding month of issue 


Classified Ads. 
Remittance Must Accompany 


PRACTICES AND OFFICES FOR SALE 
AND RENT 


ALABAMA—For sale. Western Mobile. 

Ground floor, air-conditioned, excellent 
layout and decor. Two new fully equipped 
Ritter operating rooms, laboratory, separate 
business and private offices. Option to buy 
building. Planning graduate work. Address 
A.D.A. Box No. 548. 


CALIFORNIA—Retiring. General practice 

established 28 years. Just rent space and 
purchase two-chair complete office equip- 
ment. On your terms. Highly desirable in- 
dustrial city—Los Angeles area near ocean. 
Offices large enough for two dentists. Dr. 
Ao Claman, 351 Main St., El Segundo, 
Calif. 


CALIFORNIA—Dos Palos. For rent or lease, 

per month. Dental office established 
in drawing area of 10,000. Two operating 
rooms, laboratory, dark room, receptionist’s 
office, private office, and reception room. 
Write Robert Stocking, Box 65, Dos Palos, 
Calif. Phone Ex 2-2245. 


CALIFORNIA—Death forces sale of estab- 

lished dental practice in centrally located 
professional building. Modern fully equip- 
ped, two-chair office. Grossed $53,000 last 
year while being operated on a part-time, 
30 hour week basis. aqures may be verified. 
Patients solidly booked four months ahead. 
Unlimited opportunity in rapidly expanding 
community in the heart of the Redwoods. 
If interested, contact immediately: Mrs. O. 
L. Stone, 507 “F” St., Eureka, Calif. 


CALIFORNIA—For lease. Medical-dental 
building in Monterey, Calif., will be com- 
gletes on or about April 15. Individual 
eluxe suites designed for D.D.S. and M.D. 
For information write Grant A. Vartabedian, 
D.D.S., P. O. Box 285, Pacific Grove, Calif. 


COLORADO—For sale. Fully three 


chair office. 18 years practice. Only dentist 
in small town. Excellent locale near city of 
30,000. Dentist deceased recently. Write Mrs. 
L. C. Taylor, Box 308, Palisade, Colo. 

CONNECTICUT—For sale. Three chair mod- 

ern general practice dental office in an 
air-conditioned building. $15,000, terms. 
Dentist, age 47, will stay with buyer for six 
months and share expenses, refer patients 
and then retire to Florida. Address A.D.A. 
Box No. 534. 

FLORIDA—Dental office to sub-lease. 700 

square feet available May 1, 1957. Private 
office, nurse's office, two operating rooms, 
extra large reception room. Electrical wir- 
ing, partitions, plumbing fixtures all in- 
stalled. Rent $200. per month. Direct replies 
to Dr. Jerry G. Hagen, 235 Lincoln Rd., 
Miami Beach, Fla. 


Classified advertising rates are as follows: 

30 words or less—per insertion................$4 

Additional words, each 

Answers sent c/o American Dental 

Association no extra charge 

Replies to A,.D.A. box number ads should be ad 
dressed as follows: 

American Denta! Association 

222 E. Superior Street 

Chicago II, Ill. Box 
Please be sure that the box number appears on 

the envelope. 


IDAHO—Practice and equipment. Two chair 

office. Fast growing community of 25,000. 
Plenty hunting and fishing. Excellent gross. 
Low rent. Must move because of health. 
Address Dr. V. A. Wolfley, 488 “D” St., 
Idaho Falls, Idaho. 


INDIANA—Fully equipped one chair office 
for sale. Reasonable rent. Active practice 
33 years. Central location northern Indiana. 
Because of sudden death, priced to sell. For 
further details, contact Mrs. Vera Cook, 
60 Washington St., Valparaiso, Ind. 


ILLINOIS—For sale. Modern fully equipped, 
two-chair dental office; lucrative practice. 
City of 20,000. Good drawing area. Address 
A.D.A. Box No. 545. 


ILLINOIS—For sale or rent. Modern two- 

chair, air-conditioned office in small cen- 
tral Illinois town with large drawing area. 
Excellent farm land with high income prac- 
tice, office fully equipped with up-to-date 
equipment. Adjoining eight room house on 
large corner lot will be sold or rented with 
office. Owner entering service. Will sacrifice. 
Fine opportunity for young graduate. Ad- 
dress A.D.A. Box No. 547. 


MAINE—Dental office, modern, fully equip- 

ped, two operating rooms, laboratory, re- 
ception room on ground floor in business 
building. Always busy practice, low rental. 
Priced very reasonable because of illness. 
Dr. James H. Cunningham, 35 Cottage St., 
Bar Harbor, Me. 


MARYLAND—Available soon, rent, lease, 

sale, options, one or two chair air-condi- 
tioned in modern, garden-type, 420 unit 
apartment development along main road in 
suburb adjoining Washington, D. C. Owner 
in service. Attractive terms can include 
Ivory Model “E” Ritter Unit, motor-chair, 
American Mobile cabinet, Castle-Penovision, 
autoclave, McKesson-Nargraff, etc. Address 
A.D.A. Box No. 519. 


MARYLAND—Young dentist with good qual- 

ity and high gross practice wishes to spec- 
ialize. Two fully equipped operating rooms 
are part of a large layout. Equipment may 
be purchased or not. Practice is available 
in September. Little or no money will be 
required down depending upon prospective 
buyer. Town is located a few miles from 
seashore with ideal hunting and fishing. 
Practice is well able to pay back investment 
in far less than a year. Prospect must write 
a full letter regarane himself. No curiosity 
seeking letters will be answered. Address 
A.D.A. Box No. 567. 

MICHIGAN—For sale. Northwestern section 

lower peninspla. Attractive brick and 
stone, modern one story dental building. 
Room for combined offices or living quar- 
ters. Excellent Sees. terms. Address 
A.D.A. Box No. 437. 


A-45 
Pa 
ae 


A-46 


MISSOURI—Modern dental offices for sale 

or will take dependable man in as associ- 
ate on commission. Town of 20,000. Great 
opportunity, mostly new furnishings and 
equipment. Must have references. Dr. Wil- 
liam J. Allen, State Bank Bidg., Poplar 
Bluff, Mo. 


MISSOURI—St. Louis. Modern dental office. 
For sale at sacrifice, because of sudden 
disability. Ideal location and good business. 
Low overhead. Will introduce. Convenient 
terms. Dr. Jack Y. Levin, 6187 Natural 
Bridge Rd., St. Louis 20, Mo. 


NEW JERSEY—Monmouth County. 

sale. Two-chair, air-conditioned office. 
Rent $70 per month, 15 years old, well 
established. Moving out of state. $4,800 for 
immediate sale. Address A.D.A. Box No. 559. 


For 


NEW YORK—Opportunity. Established and 
still growing community in Westchester 
County. Newly constructed, fully equipped 
office and adjoining apartment suitable for 
residence or further expansion. Address 
A.D.A. Box No. 560. 


NEW YORK—Brooklyn. Exclusive and con- 

venient Park Slope. Ideal professional 
apartments; new eight story fireproof. Mod- 
erate rentals. Must be seen to be appreciated. 
Garage available. 130 Eighth Ave., (Cor. 
Carroll St.) See Mr. Bitker, Mer., ST 9-2043 
or — office MU 2-0549. 


NEW YORK—For sale or partnership, long 
established orthodontic practice. New 
York City. Excellent opportunity for cap- 
able orthodontist. Please send full details, 
and references in first letter. Replies con- 
fidential. Address A.D.A. Box No. 540. 


NEW YORK—Dentist 


urgently needed. 
Suburban Syracuse, N. riced to sell. 
Have fully equipped modern office, ac- 


tive general practice in rapidly expanding 
Leaving for specialty. Address 
A.D.A. yy No. 4. 


NEW YORK—New York City. Exceptional 

opportunity for acceptable dentist. Fully 
equipped office, laboratory, etc. Professional 
building on 5th Avenue, 24 hour switch- 
board. Immediate occupancy. Will adjust 
part time or sell completely. Owner has 


ree practice. Address A.D.A. Box No. 
556 


OHIO—For sale. Fully fe ed, modern, 
spacious, one chair office with room for 

second chair. Located in shopping center in 

oe community. Address A.D.A. Box 


OKLAHOMA—For sale. Fully equipped two 
chair dental office. Comparatively new 


bungalow building, 900 square feet. Com- 
pletely air-conditioned. Large drawing 
area. give full details on request. 


Address ee D.A. Box No. 561. 


PENNSYLVANIA—For sale. Active practice, 

established six years, beautiful, modern, 
air-conditioned office, one chair with room 
for second, good business neighborhood in 
northeast Philadelphia. Heavily populated. 
a leaving city. Address A.D.A. Box No. 


PENNSYLVANIA—For sale or lease. Im- 

mediate occupancy. Combination three bed- 
room brick home with second floor dental 
office and 35 year practice. Corner location, 
suburban Philadelphia—Delaware County. 
Two operating rooms with x-ray—com- 
pletely equipped laboratory and dark room. 
Located near schools, business center and 
transportation services. B. Driver, 
Jr., Attorney, 1018 Western Saving Fund 
Bldg., Philadelphia 7. 


TENNESSEE—For rent or sale. Two chair 
dental office on main highway. New equip- 
ment. Wonderful location for recent gradu- 


ate. Reson for selling, bad health. Address 
A.D.A. Box No. 558. 

TENNESSEE—For sale. Office and residence. 


Sewanee stone house, eight rooms. Plumbed 
and wired for two chair office. Established 
10 years, in Nashville's fastest rowing 
community. Main thoroughfare. an be 
bought with very 
reasonable. health reasons. 
Address A.D.A. 


or without equipment, 
Leaving state, 
Box No. 549. 


° 
VIRGINIA—Small town. Only dentist. Good 
practice. Office ony | equipped in bunga- 
low type of building. Returning to school in 
spring. Priced for quick sale. Dr. Henry 8S. 
Johnson, Jr., Box 337, Pocahontas, Va. 


VIRGINIA—Arlington. 


Practice for sale 
with modern equi 


ment. Working only 
3% days a week, 6 hours a day with one 
month vacation. This practice is grossing 
about $25,000 annually. Possibilities are un- 
limited for energetic man. Room for second 
chair. Long lease available. Price $12,000. 
Address A.D.A. Box No. 555. 


OPPORTUNITIES AVAILABLE 


MICHIGAN—Opportunity to join two pones 
dentists in the practice of complete mout 
general dentistry in a progressive south- 
eastern Michigan city. Completely modern 
offices including dental hygienists and lab- 
oratory technician. Must be service exempt 
and preferably with some general practice 
experience. Here is a chance to enjoy den- 
tistry with an above average income. Ad- 

dress A.D.A. Box No. 541. 


MINNESOTA—Oral surgeon wanted, especi- 
ally qualified in general anesthesia. State 
age, marital status, military status, train- 
ing, ete. Salary and percentage with poten- 
tial association and partnership in three 
years. Address A.D.A. Box No. 542. 


COLORADO—The position of periodontist 

is open in the undersigned group. former 
periodontist having retired. he applicant 
for the position should be experienced but 
not necessarily certified by the American 
Board. Smedley Dental Group, 1206 Repub- 
lic Bldg., Denver 2 


FLORIDA—Miami Beach. Will form an as- 
sociation or partnership. Completely 
equipped modern two-chair office. Air-con- 
ditioned elevator building. Finest central 
location, main street. Lincoln Rd. Address 
A.D.A. Box No. 498. 


FLORIDA—Position as director of dental 
research clinic and teacher of course in 
dental assisting in Vocational High School, 
Jacksonville. Write to Dr. Neal M. Roth, 
403 St. James Bidg., Jackscnville, Fla. No 
Florida license required. 


e 
ILLINOIS—Associate or partner under 35 
years of age. Latest equipment and new 
building in small suburb of Chicago. Fine 


opportunity for June graduate. Address 
A.D.A. Box No. 563. 

MARYLAND—Silver Spring. Full time as- 


sociate general practice. Excellent open- 
ing for responsible operator with high in- 
come and incentive program. Five-day week 
evenings. Address A.D.A. Box No. 564. 


NEW JERSEY—Wanted: Associate for 
three chair office in Paterson suburb. Can 
progress to full partnership. Tenoentage 
with minimum salary. Give etailed quali- 
fications and draft status. Also wanted: 


hygienist. Address A.D.A. Box No. 553. 
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NEW JERSEY—Central. Ideal location for 

dentist in rapidly growing area. Only one 
dentist per 6,600 at orogens. For details 
address A.D.A. Box No. 509. 


—~Dentist for 3000 bed 

hospital. House available to married doc- 
tor, room and full maintenance if single. 
Salary commensurate to training and ex- 
perience. Write Superintendent, State Hos- 
pital, Goldsboro, N 


e 
NORTH CAROLINA- 


SOUTH DAKOTA—tThree doctor group, new 
building, ground floor and air-conditioned. 
Dental suite available for rent. Desire youn 
dentist. Large drawing area. Eastern Sout 
Dakota. Good future. Bena resume. Dr. 
Perry, Redfield, S. D 


TEXAS—Dentist wanted. Will build and 
lease dental office. Write Lake Forest 
Medical Clinic, 9129 E. Houston Rd., Hous- 
ton 28, Texas. 
TEXAS—Internship. Dental rotating, A.D.A. 
approved, in 1,000 bed general hospital 
affiliated with Texas Dental College. $2,130 
per annum; well rounded training, oppor- 
tunity for research. Chief, Dental Service, 
VA Hospital, Houston, Texas. 
TEXAS—Wanted: An associate to eventually 
become partner. Address A.D.A. Box No. 
551. 
PUERTO RICO—Excellent opportunity for 
a dentist in a well equipped office in rural 
Puerto Rico. Furnished home, good hospital 
facilities, English primary school available. 
Accredited for alternative service work. 
Contact Brethren Service Commission, 22 
S. State St., Elgin, Il. 


Hygienists 


ARKANSAS—Dental hygienist. Salary and 
commission. New modern office. saqoont 
hygienist ril. Reason: marria 
Call or write harles L. Crai 26 
Chickasawba Ave., Blytheville, Ark. 
POplar 3-6881. 
CALIFORNIA—Wanted: Dental hygienist, 
licensed southern California. Full time. 
Guaranteed salary plus percentage. Bonus 
with paid vacation. Office in Beverly Hills 
area. ust be energetic and proficient. Ad- 
dress A.D.A. Box No. 543. 
7 


TEXAS—Wanted: Dental hygienist. Profit- 
able position. Address A.D.A. Box No. 565. 
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OPPORTUNITIES WANTED 


Recent graduate with excellent private 

practice in East desires to relocate in Il- 
linois. Will purchase a good practice or form 
association with high type ethical practice 
with arrangement to purchase practice from 
owner in event of forseeable future retire- 
ment. Highly adept in inlay and crown and 
bridge work. Only a practice of reasonably 
high gross will be considered unless the 
practice has outstanding ae and prom- 
ise. Address A.D.A. Box No 


Chicago, Ill. or suburbs—dentist, 


age 27, 
completing military service June 1957 
and entering graduate school in oral sur- 


gery in September 1957, desires part time 
affiliation with an established dentist. 
Illinois licensed and can give excellent ref- 
erences. Dr. Clarence D. Craig, 2525 Dover 
St., Augusta, Ga. 


Iowa licensed dentist desires association 

with general practitioner or oral surgeon. 
Dental experience furnished on request. 
Address A.D.A. Box No. 568. 


Oral surgeon desires association with well 
established oral surgeon. Five years lim- 
ited practice and three years of residency in 
approved hospitals. M.S. degree in oral sur- 
gery. Military requirements completed. Ad- 
dress A.D.A. Box No. 569 
Experienced dentist desires opportunity to 
represent pharmaceutical company, dental 
manufacturing company or dental supply 
company in Florida State. Address A.D.A. 
Box No. 570. 
New York licensed, 28, experienced in gen- 
eral practice, can handle periodontics and 
minor oral surgery. Completing military 
service in August. Desires association with 
dentist or group practice with opportunity 
for eventual partnership or purchase; in 
New York City or suburbs. Address A.D.A. 
Box No. 526. 
Dentist. National Boards, Kentucky licensed, 
seven years experience in high type gen- 
eral practice wishes to associate or pur- 
chase a high grossing practice in new lo- 
cation. Experience with gas and thiopental 
sodium. Military obligation fulfilled. Age 30, 
married. Will consider salaried position. Dr. 
Grover E. Conrad, 2604 Bardstown Rd., 
Louisville, Ky. 


Orthodontist—California licensed, univer- 
sity graduate school training, desires lo- 
eation or association. Military obligations 
completed. Dr. Sam F. Wallis, 809 S. Marsh- 
field, Apt. 609, Chicago. 


Wanted: Position or association in Chicago 
area. 1948 graduate, one year teaching 
experience, military requirements com- 
pleted, specialized training in oral pathol- 
ogy, periodontics, surgery and general anes- 
thesia. Address A.D.A. Box No. 546. 


Oral Surgeon—30 years of age, married, 

veteran. Three years A.D.A. approved ex- 
cellent graduate training. Desires associa- 
tion or teaching in oral surgery. Wil! take 
any state board. Available car 1957. Dr. 
Ralph G. Grickenstein, 1664 errard St., 
Speedway 24, Ind. 


European dentist, 7 years in western Can- 
ada, desires opportunity as sales ree 
sentative for pharmaceutical company, den- 
tal manufacturing company, or any other 
related position not involving practicing. 
Address A.D.A. Box No. 539. 


Massachusetts licensed dentist interested in 
associating or establishing general prac- 
tice. Age 28, married, military requirements 
completed. Finishing approved oral surge 7 
and general anesthesia internship June 195 
Address A.D.A. Box No. 538. 


Midwestern veteran, 32, Indiana license, 

family, 5% years private general practice 
with institutional and welfare experience. 
Desires salaried permanent position with 
future—no associations. Would consider re- 
search or health position. Address A.D.A. 
Box No. 537. 


Dentist, 32, military obligations fulfilled, 
changing residence to lorida, desires 
employment for 1-2 years, general practice 
experience, trained in full mouth rehabilita- 
tion. Offers and suggestions welcomed. Ad- 
dress A.D.A. Box No. 536. 
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New Jersey, New York licensed dentist, age 
31, married and completing military tour 
July 1957. Capable general practitioner, good 
background in oral surgery, prosthetics and 
pedodontics. Desire association in above 
average dental practice. Dr. J. E. Nicoletti, 
1 A Cunningham St., Westover A.F.B., Mass. 
Ohio licensed dentist, 1955 graduate, com- 
pleting military service in June 1957. In- 
terested in purchase or association of prac- 
tice in medium sized city or suburban com- 
munity I am 27 and married. Address A.D.A. 
Box No. 557. 


Pennsylvania — Seven years’ experience, 
busy general practice. One complete mod- 
ern equipment. Completing military obliga- 
tion in May 1957. Age 34, married, reliable. 
Interested in purchase or association in ac- 
tive practice. Address A.D.A. Box No. 513. 
California licensed dentist, age 26, married, 
one child. 1954 graduate of Northwestern 
University, rotating internship. Desires as- 
sociation in established general practice. 
Completing military service in June 1957. 
Address A.D.A. Box No. 525. 
Oral surgeon completing training July 1957. 
Desires association with well establsihed 
oral surgeon. Licensed in Colorado and New 
Mexico, would take other boards. Three 
years oral surgery residency with M.S. Mili- 
tary requirements completed. Married, age 
31. Address A.D.A. Box No. 516. 
Oral surgeon, 1947 graduate, service com- 
pleted, graduate and hospital training in- 
cluding anesthesia. Four years private prac- 


tice prior to service. Will take requisite 
state boards. Desires association with oral 
surgeon. Address A.D.A. Box No. 530 


FOR SALE 


Airdent for sale. New condition. Complete. 
Communicate with Dr. W. L. Hammerstey, 
53 E. Walnut St., Frankfort, Ind. Will ar- 
range for showing. 
S. S. White Airdent (air abrasive) machine. 
Latest model, excellent condition. All ac- 
cessory equipment included. $750. Address 
A.D.A. Box No. 550. 
For sale. Cream coiored Ritter cabinet ster- 
ilizer. Will sacrifice for quick sale. Dr. M. 
4658 N. Central Ave., Phoenix, 
Ariz. 


New York—Cavitron unit for sale. Roches- 
ter area. Comparatively new. Complete 
$995. Address A.D.A. Box No. 544 


WANTED TO BUY 


Old or used dental books, journals, prints. 
Leo L. Bruder, 1 DeKalb Ave., Dept. 21, 
Brooklyn, N. Y. Dealer in out-of-print den- 
tal literature, 
Wanted to buy. Used chair and unit in good 
condition. State how old, model, color, 
exact working condition, price. Address 
A.D.A. Box No. 552. 


PREVENT 
PULPAL IRRITATION 
pith... 


Liquid (Brand of CALCIUM HYDROXIDE SUSPENSION) 


OF 


Histologic section of open Clinically proven* protective cavity liner 


human tooth 10 weeks 


ofter PULPDENT SUSPENSION that neutralizes cement acids, insulates 


mass against thermal shock, protects against 
under silicate cement, chemical irritants, and helps promote 


A-—site of cavity prepa- 


tation, 8—normal den- formation of secondary dentin over ex- 


tin, C—vital pulp with 


normal pulp tissue. posed pulp. 


Stocked by all 
dental dealers, 


May be used directly under any filling ma- 
terial, including silicate cements and resins; 
also under inlays, crowns and bridges. Es- 
pecially useful in deep cavities. 


The ORIGINAL, premixed calcium hydroxide 
cavity liner. NO SOLVENTS NEEDED. 


*Bibliography sent on request. 


ROWER DENTAL MFG. CORP. ———' 
Boston 16, Mass., U.S.A, 
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made and sold in Canada by 


PRIOR TO INJECT ION 
BEFORE DEEP SCALING 


Council Acceptance is 
your assuronce of 
high professional 
standards. 


XYLOCAINE 


RAND OF LIDOCAINE) 


PROFESSIONAL it OINT MENT 


For dentist-directed 
home use... 


Wee Werchtte!. Mass, SA. 
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| ARE THE MOST IMPORTANT 
TEETH PART OF A DENTURE! 


Twelve character molds in 46 sizes provide symmetrical arrangements 
of teeth for truly balanced harmony. Should your preference be 
asymmetrical arrangements, interchanging molds or shades 

will provide an almost infinite number of personalized set-ups. 
Regardless whether your conception of the ideal arrangement 

of teeth be symmetrical or asymmetrical, for dentures unparalleled 

in esthetics, prescribe Micromold porcelain teeth. 


* REPRODUCED FROM NATURAL TEETH 
® By Austenal, inc. 


PORCELAIN TEETH 
Prescribe obtain WMicromold Porcelain Teeth through your Vitallium Laboratory 


AUSTENAL, INC. NEW YORK — CHICAGO 
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OW. ..ou can attend Clinics without 
the loss of a single moment of office time 


FP icTuRE yourself listening to the dis- 
tinguished authority, Dr. Louis I. 
Grossman, discourse for upwards of an 
hour upon “Antibiotic Root Canal Ther- 
apy” — while you are Sitting “After 
Hours” in your own living room. This 
experience now can be yours, thanks to 
“Clinics-on-Record” Albums. 


You hear! You see! You are there! 


With the Album’s bound-in sequence of 
pictures spread out before you, and the 
recording playing back both the Doctor’s 
lucid explanation of his particular tech- 
nique and the patient’s reactions, you 
will have the feeling of being a part of 
a “live demonstration.” It will seem as 
though you are there — with the Doctor 
in his office. 


Distance no longer a barrier to learning! 


“Clinics-on-Record” Albums make dis- 
tance from clinical instruction centers no 
longer a barrier to learning new tech- 
niques, Without the loss of a single 
moment of office time, you now can in- 
crease your knowledge and gain new 
skills. Subjects of singular interest can be 
pursued at leisure . . . special points of 
instruction played back to your heart’s 
content . . . all right in your own home. 

Don’t delay making this practical way 
of growing with the profession a part of 
your way of life. Start today to bring the 
world’s outstanding clinicians into your 
living room. Order your first “Clinics-on- 
Record” Albums now — while you are 
thinking about it. Use the convenient 


coupon at the right. 
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“CLINICS-ON-RECO! 


bring prominent dental authorities right into 
your home... 

You hear the patient’s questions, the Doctor’s 
answers and explanation — just as though 
present in his office . . . And you also see — 
while you are listening — the “film-strip” se- 
quence of pictures bound into the record album. 


Select your “Clinics-on-Record” Al- 
bums from the titles listed here. 
Each beautiful album contains 
bound-in, full-size pages with 
illustrations and text in “film- 
strip” sequence, Each record is 
professionally recorded on 
RCA-Victor unbreakable, high- 
fidelity, 12-inch discs. Your 
money will be refunded if for 
any reason you do not agree 
that your “Clinics-on-Record” 
Albums are everything claimed 
for them, 


Antibiotic Root Canal Therapy by Louis I. Grossman, D.D.S. 
Description: A step by step procedure in treating and fill- 
ing root canals, the polyantibiotic technique 
canal disinfection. Length: 50 min. Price: $10.00 

Vital Pulp Therapy by Ralph E. McDonald, D.D.S. 
Description: The indications and merits of commonly used 
procedures in the treatment of pulp exposures in erry 
and young permanent teeth. Length: 55 min. Price: $10. 
Reposition of Drifted First Molar by I. Irwin Beechen, D.D.S. 


Description: Treatment of first permanent molars in 
mesio-version by the use of finger springs attached to a re- 
movable acrylic appliance. Length: 48 min. Price: $10.00 


All three of above albums combination price: $27.50 


z PROFESSIONAL CLINIC OF THE MONTH, INC. 
RECORD" AUTHORS 515 Bankers Trust Building, Indianapolis 4, Indiana 


4 Gentlemen: Please send me postpaid the Albums checked 
Lowis 1. Grossman, D.0.5., Dr. Med. below: 
Dent., F.A.C.D. Professor of Oral " 

° Medicine, School of Dentistry, o ANTIBIOTIC ROOT CANAL THERAPY Price: $10.00 
University of Pennsyivania. (0 +VITAL PULP THERAPY Price: $10.00 
Ruiph McDonold, 0.0.5., M.5., [REPOSITION OF DRIFTED FIRST MOLAR Price: $10.00 
F.A.C.0. Associate Professor of 4 ( Alt THREE OF ABOVE ALBUMS Combination Price: $27.50 
Pedodontics, Indiana University Check Bill office 
School of Dentistry. 

Signat 
trwin Beechen, D.0.5., F.A.C.D. Sie, 
Assistant Professor of Operative ‘ ~ 
Dentistry (Postgraduate Courses), City: Zone: Stote: 


College of Physicians and Sur- 


Please keep me advised about new titles of Albums os 


they become ovailoble. 


attending a 
2 4 
Es PROFESSIONAL CLINIC OF THE MONTH, Inc. 
¥ 
geons, 


Here is the ultimate in cooling systems, providing fingertip 
selection of: (1) dry air only, (2) atomized air-water spray 
or (3) a stream of water . .. whichever you prefer for 
a given operation. 
With a mere turn of a conveniently located electric 
selector switch, any of the three coolants is delivered 
to the tip of the cutting tool the instant your foot 
controller starts the engine. Volume is adjustable 
individually for each coolant. Once set to your 
“Miniature nozz preferences, the controls need no further attention. 
or all contra-angles Neatly installed by your dealer, Tri-Jet becomes 
_ and hondpieces. an integral part of your unit, with nothing to 
interfere with your accustomed methods of 
operation. 
Permanent, internal connections are made 
to the water and air supply lines of the unit. 
Request literature and full details from 
your dealer or direct from Hanau. 


HANAU ENGINEERING CO., INC. 
BUFFALO 9, N. Y. 


Also available: 

Therm*Ex Spray, Patient 
Operated; and Dual Control 
Accessories to synchronize 
spray with foot controller. 
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THERE'S FIR 


if you're dissatisfied with the results 

‘re getting ‘in your amalgam fillings. 
( res are your alloy formula does not 
have balanced proportions, so necessary for 
\ , dense durable amalgam fillings. 
“With Odontographic on the 

you have the advantage of a special | 

proc that keeps intact, by eliminating 
the precise proportions, giving 
ov a smooth working alloy that polishes to 
a hard — finish. 


ALLOY AND MERCURY 
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Ready Now! 
the 1957 edition 


ACCEPTED 
DENTAL REMEDIES 


at $2.00 per copy 


This authoritative handbook of rational therapeutics 
in dentistry is now available. If you’re not already 
an ADR subscriber you should have this 212 page 
manual at your fingertips for ready reference. 


There are full chapters on such practical subjects as: 
—__. the handling of emergencies 
___. the use of antibiotics 


__ information on fluoride compounds and 


many others. 


The cost is nominal, just $2.00. Add this important 
reference work to your library by sending in your 
order today. Use the handy coupon below. 


Order Department AMERICAN DENTAL ASSOCIATION 
222 E. Superior Street, Chicago 11, Illinois 


Please enter my order for _______ copies of ADR, 
1957 edition at $2.00 per copy. My remittance is enclosed. 


Name 


ie 


effective and economical 


you add just a few drops ... to a quarter glass of water 


concentrated ASTRI NG-O-SOL 


The effectiveness of Astring-o-sol is | ant — and kind to the most delicate 
measured in drops—not drams— _ oral tissues too. A little goes a long 
not ounces. Its tangy, invigorating way... at the chair and in daily 
taste and mild astringent action mouth care. 


leave the mouth fresh and sweet. American Ferment Company, Inc. 
Astring-o-sol is an effective deodor- 1450 Broadway, New York 18, N. Y. 


write for samples for patient distribution 


Better denture KL] NG’ 


the new quality adhesive using only N. F. gums 
write for professional samples 
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at all times. This means 
better visibiliry — greater 
ient comfort — prevent- 
ing foreign matter being 
inhaled or swallowed . 
in short, conditions indis- 
to best results. 
hy leave the vital ques- 
tion of aspiration to chance? 
Your dealer will be happy 
to show you the entire line 
of GOMCO Aspirators for 
every need and budget — 
and to demonstrate 
GOMCO quality and per- 
formance in action in your 


No 


Indispensable 


GOMCO ASPIRATORS 
like this No. 796 Cabinet Model have 
proved indispensable to optimum 
oral treatment, because only with this 
powerful, dependable suction can 
the oral field be kept clean and clear 


GOMCO SURGICAL MANUFACTURING CORP. 824-D E. Ferry St., Buffalo 11, N.Y. 
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Consider ACHROMYCIN capsules... 


THEY OFFER POTENT 
BROAD-SPECTRUM ACTIVITY 
IN CONVENIENT FORM 


You may prescribe ACHROMYCIN 
Capsules with confidence in the 
treatment of dental infections 


TETRACYCLIN 


e Easily swallowed, rapidly absorbed 

e True broad-spectrum antibiotic 
action 
Continuous, effective blood levels 
on only four capsules a day 

e Minimal side effects 

e Available as 250 mg., 100 mg., and 
50 mg. capsules 
Economical therapy 


FREE: Write for prescription pads for 
ACHROMYCIN, 


On your prescription, patients may obtain ACHRO- 
MYCIN Capsules from any pharmacy. ACHROMY- 
CIN for your use may be obtained from your usual 
source of supply. 


ACHROMYCIN—AN AID TO, NOT A SUBSTITUTE FOR, GOOD DENTISTRY 


E Lederie) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
*Reg. U.S. Pat. Off 
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Nature came up with some of the weirdest adaptations 
around the time of Triceratops (the old boy shown above). 
Man’s adaptations, less visibly apparent but more prac- 
tical, have often come from his own inventive hands. 


This century, for example, has seen the rise of the dental 
casting process; and Ney has led in its development and 
in the evolution of today’s specialized gold alloys—some 
with strengths up to three times that of structural steel. 


From the earliest “Weinstein Series” in 1914 there have 
emerged three great golds ... “Identical Triplets” but 
of graduated hardness: 


NEY-ORO A-1 NEY-ORO B-2 NEY-ORO G-3 
for inlays for bridges for partials 


These golds, making up Ney’s “Balanced Line”’, lead all 
the rest—too late for Triceratops but much appreciated 


by man. 
THE J. M. NEY COMPANY, Since 1902 


HARTFOROD CONNs 
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YOU ASSURE INCOME WITH AMERICAN 
DENTAL ASSOCIATION GROUP ACCIDENT AND 
HEALTH INSURANCE 


When you are disabled, it’s a great comfort to know that you and 

your family will continue to receive an income. This insurance assures 
liberal income protection at moderate cost. Enroll now while you are 

in good health . . . your insurable status may change at any time. 


For complete information regarding benefits, regulations and 
semi-annual rates, communicate with the Trustee of the Policy, 

Dr. Paul Zillmann, 29 Walden Avenue, Buffalo 11, New York or with 
M. A. GESNER, INC., 216 East Superior Street, Chicago 11, Illinois. 


Issued exclusively by 
NATIONAL CASUALTY COMPANY OF DETROIT 
through M. A. GESNER, INC. 
216 East Superior Street, Chicago 11 * WHitehall 3-1525 


Since the National Casualty Company’s plan of accident and health insurance is now in effect in New 
York, New Jersey, California, Utah and Nevada, the Association plan is not available in those states. 
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for your dietary 


advice to patients... 
citrus sidelights on oral health 


For formation of sound tooth structures, proper 
diet (including vitamin C-rich sources such as 
citrus) is essential in the prenatal period and late: 
until the permanent dentition is completed.’ 


Liberal citrus intake daily provides vitamin C 
necessary for capillary and connective tissue 
integrity throughout the body including the 
periodontium.’ * 


The detergent action of citrus fruits 

eaten at the end of meals promotes oral hygiene 
since during mastication they “literally sweep 
over the teeth, between the teeth, and 

over all the soft tissues.”* 


Florida Citrus Commission 
Lakeland, Florida 
J. Am. Diet. A. 3. Amer. Dent. Assoc.: Diet and 


30:13, 1954. er Health, Chicago, 1955, 
2. Kelsten. 1 J. Dent. Med. pp. 7-8. 


FLORIDA ius 


CRANGES + GRAPEFRUIT*+ TANGERINES 
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CONTRIBUTION TO 
SAFER LOCAL ANESTHES 


the -aleel 


ASPIRATING 


O% XYLOCAINE® dental cartridges 


. . . Aspirates at any point to give 
immediate warning of inadvertent intra- 
vascular depot. Stainless steel construction 
throughout. Light in weight, yet sturdy 
and durable. Balanced to fit within the 


palm — easily concealed from app- LIGHTWEIGHT « DURABLE 


rehensive eyes. The ideal companion to PERFECTLY BALANCED 
XYLOCAINE a preferred choice 


when local anesthesia must be fast, deep, 
certain, SAFE. 


Syringe 
Thumb Grip Handle 
Palm Rest Handle 
Short Hub 
Long Hub 
Conventional Piston 
Aspirating Piston 
All parts made of stainless steel. 


Available at recognized ASTRA PHARMACEUTICAL PRODUCTS, INC. 
dental supply houses. Neponset St. Worcester, Mass., U.S.A. 
Also sold in Canada by 
*Pat. applied for Astra Pharmaceuticals (Canada) Ltd., 
TUS. Pat. No. 2,441,498 Toronto, Ontario, Canade 
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The most accurate impression material ever offered! 


IT'S HERE! 


The New Injection Type Coe-Flex 
is now available at your dealers. It 
has ALL of the superb qualities of 
Coe-Flex (Regular Type), the pop- 
ular rubber impression material, 
plus the ability to permit ample 
working time when used in the 
Coe-Flex Syringe for impressions 
of single and multiple tooth prep- 
arations. It’s easy to use, 

elastic, highly accurate, 


Order from your dealer 


tough, and completely satisfactory 
in every way. Impressions are eas- 
ily removed, can be poured any 
time, and dies and casts may be 
constructed at leisure. 

An Adhesive is supplied with- 
out extra charge for firmly affix- 
ing Coe-Flex to any surface (metal, 
plastic, or compound). 

Injection Type Coe-Flex only 
$5.00 per pkg.; $4.50 per pkg. in 
3 pkg. orders. Syringe $8.00. Call 
your dealer today, or write for 
details. 


COE Laboratories, Inc. 
Chicago 21, Illinois 


A-62 
. 
T10 | 
N 
| ex 
® 


build your denture practice ++» specify 
«| RON, the styrene denture 
oe All JECTRON dentures are now being 
\ delivered inthis exclusive Seal-Packbag 
—insist on this mark of JECTRON 
your laboratory or write direct for FREE 
-BOOKLET— JECTRON~key to a more 
COMPANY + 1009 Jackson Street + Toledo 1, Ohio 
‘RON. not an acrylic. It is a pre-cured styrene 
denture resin created through co-operative research by 


~ 
NEVER 

A SHADC 
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IMPRESSION] 
WITH 


This remarkable im- 
pression material ra 
works perfectly every 


time . . . in the mixing 
bowl, in the tray, in the laboratory. Uniform accuracy has 
made it dentistry’s most widely used impression material. 


combines the dependability CAULK 
of hydrocolloids with the 
convenience of Jeltrate. Con- 
trasting pink color. 


Milford, Delaware 
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Pride in a 
Great Brand 


Ranchers brand their cattle for two reasons. One, 
for purposes of identification and, two, because 
they’re proud of their herds. The Rinn “brand”, 
too, is a symbol of pride . . . a sign of superiority 
and leadership gained through constant research 
and product improvement, a symbol that stands 
for uniformly high quality . . . uniformly better 
results. 

When you specify the well-known Rinn brand 
you are assured of the finest radiographic results 
.. . time after time. Try Rinn products and see 
for yourself why the Rinn brand stands out. For 
information regarding the full Rinn line see your 
dental dealer or write to Rinn X-Ray Products, 
Inc., 2929 N. Crawford Ave., Chicago 41, Illinois. 


LEADERS IN DEVELOPMENT OF DENTAL X-RAY TECHNIQUES AND PRODUCTS 
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ways asking 


THE PROBLEM 
MAY BE 


NOT THE 
DENTURE! 


As every dentist knows, though the 
denture be a work of prosthetic art, 
the patient may lack the ability, 
persistence and self-confidence to 
master its use without constant com- 
plaint. That’s when a sympathetic 
attitude, supported by practical as- 
sistance, can lay the ghost of den- 
ture failure. 

Thousands of dentists have found 
that Wernet’s Powder can facilitate 
denture adaptation for such prob- 
lem patients. The soft, resilient 


FOR PROFESSIONAL SAMPLES 


WERNET DENTAL MFG. CO., Jersey City 2, N. J. 


Please send me professional samples of 
Wernet’s Powder. 


Dr. 


Address 


' 
1 
' 
(Please Print) 1 
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cushion enhances stability and re- 
tention and increases self-confi- 
dence. New comfort, too, results 
from the absorption of sudden 
shocks and the distribution of unac- 
customed pressures to less sensitive 
surfaces. 

Patients with anatomical difficul- 
ties will find Wernet’s Powder indis- 
pensable, All patients will appreci- 
ate the added comfort and security 
it affords. 


Wernet Dental Mfg. Co., Jersey City 2, N. J. 


NET’S 


The evolution of “dental nursing as- 
sistant” to “dental hygienist” nin 
this country about 75 years ago. It was 
Dr. M. L. Rhein who first suggested in 
1880 that women be trained to render 
prophylactic dental treatment; and Dr. 
Albert C. Fones of Bridgeport, Conn., 
who first acted on this su tion, be- 
ginning with his own assistant. 


While 19th century dental practice 
was slow in many ways in -taking ad- 
vantage of contemporary scientific ad- 
vances, it was far in the vanguard in 
its use of the Roent:.: ray (X-ray). 
Only two weeks after the announce- 
ment of their discovery in 1895, X-rays 
were used in dental procedures by 
Otto Walkhoff of Munich. In this 
country they were first employed one 
vear later (1896) by C. Edmund Kells. 


The great humanist Erasmus of Rot- 
terdam did not overlook dental consid- 
erations in his book of manners “De 
civilitate morum”, first published in 
1539, which ran through 30 editions in 
6 years. In it he criticized the common 
habit of picking the teeth at table 
with a knife, a fingernail, or a napkin 
—recommending instead a small mas- 
tic stick, a quill, or a chicken bone. 


One of the most precious relics of 
Buddhism — the sacred tooth of the 
reat religious teacher Gautama 

ddba—has been retained in India 
only with the greatest of difficulty. 
Seized and destroyed by the Portu- 
guese in the 15th century, it was 
replaced by the Khan with one of 
ivory twenty times oversize, housed in 
a palace in the remote hills. This in 
turn was stolen during wars with the 
Portuguese, the Dutch and the Brit- 
ish. Since 1915 the Indians have found 
the means of retaining that sacred 
tooth safely and securely ...a symbol 
(we may imagine) of the enhanced 
retention which India today affords 
denture wearers, because their country 
provides Gum karaya, basic ingredient 
of Wernet's Denture Powder. 
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Eliminates 
four major impression 
problems! 


Mes 
ALL PURPOSE 


RUBBER BASE IMPRESSION MATERIAL 
*Full Dentures 


*Inlays 


*Bridgework 


New, elastic R-28 impressions can easily be re- 7 

moved from any undercut, no matter how deep, NO CHIPPING 
with no cracking, chipping, breaking or distor- 9 

tion. And you can have complete confidence in 

the accuracy of your R-28 impressions—they 

literally snap back to their original detail-perfect 

shape. 


R-28 saves you time and trouble. Its unique 
combination of accuracy, flexibility and posi- 
tive stability of form reduces the need for make- 
overs and increases patient satisfaction. 

Easy to use, R-28 requires a minimum of prep- 


aration, hardens quickly with a smooth surface 
and is tasteless and odorless. 


Also excellent as a corrective impression, 


using the old denture as a tray— 
no adhesive necessary. 


7512 South Greenwood, Chicago 19, lilinois 
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To the future... 


A young woman needs the help of those 
concerned with human welfare . . . to 
build and maintain a healthful future for 
herself and her children. 

A good diet is needed before preg- 
nancy to insure optimum growth of all 
tissues and adequate storage of calcium 
in the skeleton . . . and during pregnancy 
to prevent any undue nutrient loss from 
maternal tissues, and to permit storage 
of nutrients in the body of the growing 
infant. Nutritional supplements are gen- 
erally neither effective nor economical 
substitutes for a good diet and do not 
provide opportunity for correction of 
faulty eating habits. Their use without 
evidence of deficiencies requires critical 
appraisal by obstetricians, according to 
conclusions of a team of scientists who 
studied dietary intakes of more than two 
thousand pregnant women, evaluating 
health and nutritional status of mothers 
and infants. 

Among 404 pregnant women on mar- 
ginal diets, incidence of prematurity was 
found to be greater among those whose 
nutrient intakes were lowest. Of 227 
mothers whose diets were rated best, 4 


per cent of the infants were premature. 
Of 177 mothers whose diets were rated 
poorest, 9.6 per cent of the infants were 
premature. The diets of these women 
were particularly low in calcium because 
of a low milk intake. 

Four cups of milk each day during 
pregnancy . . . and six cups during lacta- 
tion . . . to drink . . . used in food prepara- 
tion . . . as cheese or ice cream . . . will 
provide most of the calcium needs of 
these reproductive periods . . . and gen- 
erous quantities of high quality protein 
and other essential nutrients. 

In planning meals for the mother-to- 
be, milk and milk products are founde- 
tion foods for good eating and good 
health. 


The nutritional statements made in this adver- 
tisement have been reviewed by the Council on 
Foods and Nutrition of the American Medical 
Association and found consistent with current 
authoritative medical opinion. 


Since 1915 . . . promoting better health 
through nutrition, research and education. 


ro NATIONAL DAIRY COUNCIL 
va A non-profit organization 
111 N. Canal Street + Chicago 6, Ill. 


THIS ADVERTISEMENT IS ONE OF A SERIES. REPRINTS ARE AVAILABLE UPON REQUEST 
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ARISTALOY 
ONE-SPILL-PILLS 
42 GRAINS EACH 
110 TO OZ, 


ARISTALOY 
MICROGRANULES 
ARE ACCURATELY 

PROPORTIONED 
WITH OUR 
INDIVIDUAL BOTTLES 
DISPENSER 


LOOSE MICROGRANULES 
OR ONE-SPILL-PILLS 


Aristaloy in One-Spill-Pills take no longer to 
amalgamate since they are the regular se- 
lected assortment of Aristaloy particles (with 
nothing added) lightly pressed together for 
quick, easy proportioning. 

Each Pill requires one Spill of Mercury 
from the Baker Adjustable Dispenser. 


Ask your Dealer for a Pre-Proportioned Com- 
bination 10 ounces of Aristaloy in One-Spill- 
Pills, complete with Mercury Dispenser. 


Are you continu- 
ally experiment- 
ing with new un- 
proven alloys, 
while proven Aris- 
taloy is conven- 
iently available. 


850 PASSAIC AVENUE @ EAST NEWARK, N. J. 
NEW YORK CITY e CHICAGO e SAN FRANCISCO . 
30 Church St. 55 E. Washington Street 760 Market Street - THE WORLD'S LARGEST 


INDUSTRIES ) 
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OF Precious meTALs 


ALL-PORCELAIN 


SUPERIORITIES! 


Great strength—a solid block of porcelain. 
Vacuum-fired porcelain; Bioform* shades. 


Functional anatomy ... for better mastication, and 
for simpler articulation. 


Easily adapted—no hidden mechanics, 
Standardized to facilitate repiacement. 


Perfectly suited to all of the various designs of cast 
metal cases. No new technic. 


*Bioform is the Trade-Mark of Dentists’ Supply Company. 


The Columbus 
Dental Mfg. Co. 
Columbus 6, Ohio 


Better for the patient, 


the Dentist, the technician 
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™, when you can sterilize 


HY BOIL?» FASTER and SAFER 


in the 


PELTON 
AUTOCLAVE 


4 So Easily Operated 
After loading, simply trans- 


XN fer steam from reserve to 
sterilizing chamber. In only 
a few seconds, temperature 
is attained. 


DISCHARGE 
_ When sterilization is com- 
“| pleted, discharge steam to 
condenser after closing 
transfer valve and crack 
open the door. 


UNLOAD 

| In a minute or two entire 
contents are removed com- 
pletely sterile and dry. The 
autoclave is ready for sec- 
ond load. 


elton & 


CHARLOTTE 3, “NORTH C CAROLINA 


! Please send me more information and prices on model. 


AVAILABLE 
IN 3 SIZES: 
Model FL-2, 
6” x 12” sterilizing chamber : 
Model HP-2, 
8” x 16” sterilizing chamber 
Model LV-2, 
12” x 22” sterilizing chamber 
See your dealer 
or send coupon. 
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Pentids... 
proved by five 
years’ experience 
in millions of cases 
... Millions of doses 


adjunctive therapy for the more common dental infections 


Pentids 


Squibb 200,000 Unit Buffered Penicillin G Potassium Tablets 


Natural Bristie 

Brushes Available: 

Squibb Angle Toothbrushes, 
2 or 3 row natural 

bristle, are available 

for your patients at 

all pharmacies. 


SQuisB the Priceless Ingredient 


A SQUIBS TRADEMARK 


A-73 
uae 
re 
“1 or 2 Pentids Tablets 
three times daily 
without regard to meals 
at 


Ewing—Fixed 
Partial Prosthesis 


By JOSEPH E. EWING, 
D.D.S., F.A.C.D. 


Professor of Crown and Bridge Prosthesis, 
Temple University School of Dentistry, 
Philadelphia, Pennsylvania 
Every step of every procedure is set 
down in logical sequence in this book. 
Illustrations and concise explanatory 
notes are used in preference to lengthy 
text wherever possible. Subjects include 
radiographic and clinical diagnosis, full 
crown preparations, veneer crowns, cast 
gold inlay, parallelism, pontics, insertion 
of crowns and bridges, removal and re- 
pair of crowns and fixed partial dentures, 
the broken stress principle, case design. 
208 Pages. 482 Illustrations. $6.00 


Bourgoyne— 
Oral Cancer 


By J. ROY BOURGOYNE, 
B.S., D.D.S. 
Chief of the Division of Oral Surgery, 
University of Tennessee College of Destionry 


AND CONTRIBUTORS 


Dentists and oral surgeons will find this 
book to be a clear guide on how to rec- 
ognize, diagnose and treat cancer of the 
mouth and surrounding areas. Treatment, 
including radiation therapy, is detailed. 
Special attention is given to leukoplakia 
and lichen planus. Dietetic needs of pa- 
tients are considered and several menus 
are included. 


295 Pages. Illustrated. $6.50 
LEA & FEBIGER 


Please send me books listed in margin below: 
() Check enclosed 0 Bill me 
(J Charge my account 
NAME (print) 

ADDRESS 


CITY 
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REF 

Deliciously sweet, but free 
SUgar. Available through drug 


eer 


_/ Samples and literature on request. 
_ Please give druggist's name and address. 


MUROL PRODUCTS COMPAN 
16 S. Michigan Ave., Chicago 3, Ill. 
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Adaptable to individual patient re 

ques a Supplied in boxes of 100 — quantity rate on 5 ane 
— New Brunswick, New Jersey for sample. 
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Oatmeal 


Presents No 
Digestive 
Burden 


DENTAL AUTHORITIES stress the 
importance of optimal nutrition 
in the aim toward better dental 
health during the early growth 
years. Oatmeal, with its wealth 
of essential nutrients, not only 
contributes broadly to good nu- 
trition, but—since its carbohy- 
drate is not readily degraded 
to simple fermentable sugars 
—is of virtually no cariogenic 
influence. 


The Quaker Oats O@mpany. 


CHICAGO 


Its chemical, physical, and physiologic properties 
endow oatmeal with remarkable ease of digestion. 


In a broad series of tests the average coefficient 
of digestibility for oat protein was found to be 76 
per cent;! that for oat carbohydrate, 98 per cent;! 
that of oat fat ranged from 56 to as high as 100 
per cent.? 


Oatmeal, because of its eye appeal and pleasing 
taste, stimulates the flow of salivary and gastric 
secretions. Softly particulate in form, it is readily 
miscible with the digestive juices and presents a 
large surface area to enzymatic action, thus yielding 
rapidly to gastric and intestinal digestion. 


Oatmeal promotes comfort and efficiency of diges- 
tion throughout the gastrointestinal tract. The small 
amount of cellulosic material apparently aids in the 
breaking up of the compact gelatinous food mass in 
the stomach, thus facilitating gastric emptying.* 


Because of its chemical and mechanical blandness, 
its remarkable digestibility, and high nutrient value, 
oatmeal merits continued recommendation as a key 
dish of America’s breakfast, not only in the normal 
diet, but also whenever dietary adjustment is thera- 
peutically indicated. 


Quaker Oats and Mother’s Oats, the two brands 
of oatmeal offered by The Quaker Oats Company, 
are identical. Both brands are available in the Quick 
(cooks in one minute) and the Old-Fashioned vari- 
eties which are of equal nutrient value. 


1. Merrill, A.L., and Watt, B.K.: Energy Value of Foods... Basis 
and Derivation, United States Department of Agriculture, 
Human Nutrition Research Branch, Agricultural Research 
Service, Agri Handbook No. 74, March 1955, pp. 8, 9, 
25, 32-43, 60-87. 


2. MecCance, R.A., and Glaser, E.M.: The Energy Value of Oat- 
meal and the Digestibility and Absorption of Its Proteins, 
Fats and Calcium, Brit. J. Nutrition 2:221 (1948). 


3. McLester, J.S., and Darby, W.J.: Nutrition and Diet in Health 
and Disease, ed. 6, Philadelphia, W.B. Saunders Company, 
1952, pp. 189-190. 
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Ouly Shelley 


OFFERS ALL THESE 
QUALITY FEATURES 


Nylon 


... and at a remarkably low price. 


Model 920 (above) complete with 
20 asst'd glass trays and 
12 flint glass bottles. 


BEAUTIFUL CANADIAN OAK with natural grain 
finish, color keyed to perfectly match your other 
equipment. Also available in all Formica finish. 


6 MOBILE MODELS—al! attractively priced. 
GET YOUR AT BETTER DEALERS EVERYWHERE 


FREE AT Shelley Dental Mfg. Co., 305 Glendale Blvd 


Helpful 16 pg. 

booklet tells how 

to choose a 

location, equip or 

remodel your 

office. Also receive 

full-color Shelley 

catalog. Just write AMERICA’S FINEST DENTAL CABINETS 
Office" on your 

card and mail to us. 


ECIAL COLOR-GARD FINISH ap- 
ied | the SISTS Medic lat 
EEL DRAWERS with wood exte- | 
| 
‘BALL BEARING | 
fed for smooth, quiet, ea | 
4 on each drawer. Fare: 
= 
MEDICINE COMPARTMENT. Exc! 
A 


Children whose mothers keep apples on hand have less trouble 
with spoiled appetites and unclean teeth through the day. 


In addition to the familiar values of apples, their natural tooth- 
cleansing action and outstanding usefulness in the early estab- 
lishment of eating habits conducive to caries control are signifi- 
cant to physicians and dentists alike. 


FILM ‘“‘Gateway to Health,’”’ 16 mm., color, sound, 20 min., 
showing influence of dietary habits on dental health: Available 
from JADA film library, numerous local and state dental 
societies, state health departments; or write to address below. 
POSTER with above illustration will be mailed on request. 


THE APPLE GROWERS OF AMERICA: wariowar arpce instirure, 726 JACKSON PLACE, WASHINGTON 6, D.C. 
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Comparison of stability of penicillin G and penicillin V in acid media 


WT after 10 min., 65% of penicillin G is destroyed 


after 30 min., 86% of penicillin G is destroyed 


QUALITY /RESEARCH /INTEGRITY 


Dosage: 125 or 250 mg. 


Supplied: Pulvules, 125 
mg. (200,000 units) 
Pulvules, 250 mg. (400,000 
units) 

Available on your prescrip- 
tion from all pharmacies. 


The penicillins have been subjected to a pH a3 
of 1.5 at 37°C. at the stated time intervals. 


V-CILLIN 


(Penicillin V, Lilly) 
produces 50 to 100% higher blood levels 


*V-Cillin’ gives you the greatest assurance of suc- 
cessful oral penicillin therapy. It is acid stable. Peni- 
cillin V is the only penicillin that passes through 
your patient’s stomach without loss of potency and 
is rapidly absorbed in the duodenum. 

‘V-Cillin’ merits your preference for all penicillin- 
sensitive infections, such as suppurative periodonti- 
tis, pericoronitis, alveolitis, cellulitis, and abscesses. 
It is also indicated prophylactically before and after 
oral surgery. 


LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 
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30 
after 60 min., 99% of penicillin is destroyed 
30 
after 60 min., no detectable loss in potency of penicillin V 
4 
more dependabie oral penicillin 
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NO-SMARTING 
MOUTH CURE 
RELINERS 


TISSUE 


Geomes DENTAL PRODUCTS, INC., NEW YORK, N.Y. 


Manufacturers of Densene “33”, The Popular Denture Base Material ‘ 
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GIVE YOUR PATIENT 
FASTER PAIN RELIEF with BUFFERIN 


SSP ae Relieve the pain attending dental treatment—whether extrac- 
— bey tion or cavity preparation—by recommending BUFFERIN. This 

ond Bufferin antacid analgesic acts twice as fast as aspirin. In ten minutes 
after taking BUFFERIN the blood salicylate levels are higher 
than those attained with aspirin in twice the time. 


Gastric distress is almost unknown when BUFFERIN is 
taken, even in large doses, for BUFFERIN is antacid. 


Your patients will appreciate BUFFERIN’s 
prompt antacid analgesic action. 
BUFFERIN contains no sodium. 


ASPIRIN 


MINUTES 10 


BUFFERIN. 


Acts Twice as Fast as Aspirin 
Does Not Upset the Stomach 


EACH BUFFERIN TABLET con- 
tains 5 grains of acetylsalicylic acid, 
together with optimum amounts of 
the antacids aluminum glycinate and 


magnesium carbonate. BRISTOL-MYERS CO., 19 W. 50 St., New York 20, New York 
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YOU CAN SAVE 


MANY HOURS EACH MONTH 


BY READING 


DENTAL ABSTRACTS 


the American Dental Association’s newest 
monthly publication designed 


1. To present a selection of pertinent 
literature representative of all points of view 
within the profession. 


2. To provide, by a few hours’ reading 

each month, a survey of the significant advances 
being made by dentistry throughout the world, 
as reflected in current dental literature; and 


8. To supply enough data in each abstract 
so that the reader may determine whether 
he wishes to refer to the original article 
for more complete information. 


The cost of Dental Abstracts is just $6.00 

a year U. 8. ($7.00 outside U. 8.). 

Send your subscription order and check 

to Subscription Department C, 

American Dental Association, 222 East Superior 
Street, Chicago 11, Illinois. 

There is a convenient coupon on page 405 

of this issue for your use. 
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